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RTIICLES 


THE TREATMENT OF MIGRAINE 
Roy C. Crosby, M.D. 
Boise, Idaho 


ls the evolution of medical diagnosis over the 
past several decades, medicine has prograssed 
from the simple labeling of a group of symptoms 
and clinical syndromes to a more accurate under- 
standing of the cause and pathological mechan- 
isms involved in various diseases and disorders. 
This more exact knowledge has led to more ac- 
curate diagnosis. This holds true for many of 
the diseases and disorders which are treated 
today and has led to a greater specificity in 
therapy. Migraine occupies a middle ground of 
this evolutionary process. It still remains a symp- 
tom complex and must be diagnosed on a purely 
empiric basis: namely, by fulfilling the arbitrary 
criteria necessary to make this diagnosis. There 
is accumulating, however, more and more 
knowledge of the mechanism involved in the 
production of the migraine attack. 
DEFINITION 

Migraine is diagnosed primarily on the basis 
of fulfilling the following criteria: 

1. The migraine attack is periodic with the 
patient free of migraine symptoms between 
attacks. 

2. There is associated cephalalgia which is 
usually of the hemicrania type. 

8. Gastro-intestinal disturbance is associated 
with the headache and usually comes late in the 
attack. 

4. There is cortical disturbance associated 
with the attack which usually constitutes the 
aura of the attack. 

5. There is a family history of migraine. 

The most common cortical disturbance is 
visual scotomata or other disturbances in visual 


fields. There may, however, be various other 
manifestations of cortical irratability such as 
unusual hunger, hemianaesthesia, parasthesia, 
and at times quite an elaborate progression of 
aura. 

Most investigators require that four of these 
five criteria be satisfied in order to make the 
diagnosis of migraine. In the presence of three 
of the criteria where no other cause of the 
attacks can be found, this is ordinarily labeled 
“atypical migraine.” By using such exact criteria 
for the diagnosis of migraine, many of the so- 
called migraine patients who do not actually 
have true migraine can be separated out and a 
more accurate evaluation of the true migraine 
patient made. By using these criteria, however, 
it can be seen migraine still falls into the type 
of disorder where the diagnosis rests on a purely 
empiric evaluation of a symptom complex. 

There are certain related vascular types of 
headache which should be clearly seperated 
from the migraine group. The first of these is 
the histamine cephalalgia of Horton. The hista- 
mine headache is certainly a vascular headache 
but differs significantly from migraine. The typ- 
ical histamine headache beings in the early 
morning hours. It is associated with marked in- 
tolerance of the prone or recumbent position. 
It is associated(1) with generalized vascular phe- 
nomena such as chilliness and profuse perspira- 
tion. There is unusually an associated gastro- 
intestinal disturbance; it also is periodic; and the 
cephalalgia may be of a hemicrania type. Corti- 
cal disturbances and a positive family history 
are not usually found in histamine cephalalgia. 
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Temporal arteritis (2) is another type of vascu- 
lar headache, but here quite different from mi- 
graine. Temporal arteritis, for the most part, af- 
fects the older age group, principally over 50 and 
is a single prolonged temporal attack associated 
with swelling, redness and edema along the 
course of the temporal vessels either un*ateral or 
bilateral. Blindness is a relatively frequent com- 
plication of temporal arteritis. 

The common ordinary “tension headache” 
should be separated from migraine. Tension 
headaches are frequently vascular in origin or at 
least are associated with vascular symptoms. 
For example, persons with tension headaches 
frequently volunteer that pressure on the tem- 
poral vessels provides relief or that there are 
associated chilliness, perspiration and other 
vasomotor symptoms. 

It should also be mentioned that certain mi- 
graine equivalents in the absence of headaches 
may occur. Patients may be encountered who 
have all of the criteria of migraine but do not 
have the headache. They may present them- 
selves complaining primarily of elaborate aura 
or primarily of intermittent nausea and vomit- 
ing. Paroxysmal tachycardia also has a more 
than coincidental association with migraine. 

CAUSE 

Having defined the symptom complex neces- 
sary to make a diagnosis of migraine, it then 
becomes interesting to speculate on a possible 
cause or pathogenesis for the migraine attack. 
Food allergy is perhaps the most familiar pre- 
cipitating cause of the migraine attack. It is 
certainly not at all uncommon to encounter a 
person whose migraine headaches are precipi- 
tated by chocolate or corn or various other food 
allergies. Actually, these are not true allergies 
but rather a form of idiosyncracy. Indeed pa- 
tients may be seen where specific medicines 
may produce a typical migraine attack. On rarer 
occasions, inhalant allergies may produce a 
migraine attack. These patients are relatively 
uncommon but have been described. As in so 
many diseases where the cause or basic patho- 
logical mechanism is unknown, allergy is pro- 
posed as one of the possible mechanisms in- 
volved. 

A second possible cause involved in the pro- 
duction of the migraine attack is a hormonal 
mechanism. Occasionally a patient with rather 
typical migraine will be found who has a per- 
sistently low basal metabolic rate. These people 
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are not clinically hypothyroid but their metabo- 
lism is distinctly at a low level, and their head- 
aches clear up upon the administration of thy- 
roid. Unfortunately, these ‘patients constitute 
a small minority of the group of migraine pa- 
tients, but this possibility should usually be 
investigated since the response to thyroid medi- 
cation is frequently rather gratifying. Ovarian 
mechanisms in production of migraine are also 
well known. The fact that the female migraine 
patient virtually never has a migraine attack 
during pregnancy, particularly in the first tri- 
master, is evidence that some ovarian hormonal 
factors are involved in the pathogenesis of some 
migraine attacks. It is also well known that 
some women will have no migraine until men- 
arche, will then have migraine until menopause, 
and have no migraine in post-menopausal pe- 
riod. Another group of female patients may have 
no migraine until menopause. Still a third and 
rarer group are those who will have migraine 
until menarche and then are rendered free of 
it. Male patients may have migraine until pub- 
erty and then be relatively free of further mi- 
graine attacks. It seems fairly clear, therefore, 
that at least in some patients, sex hormones have 
something to do with the genesis of the head- 
aches. The possible role of the adrenals in mi- 
graine brings up some interesting bits of evi- 
dence. It has been reported from Mayo Clinic 
that patients with Addison’s disease are usually 
rendered free of their migraine apparently by 
their disease. On control of their Addison’s 
disease, the migraine attacks recur. There is 
also a certain group of migraine patients who 
respond very favorably to cortisone and ACTH. 
This implies some adrenal deficiency as a 
mechanism in migraine. This is hardly in keeping 
with the experience in Addison’s disease but is 
nonetheless a bit of evidence that must be 
weighed in the balance when the mechanism 
involved in the production of migraine is as- 
sessed. It has also been noted that certain 
patients with migraine will respond well to 
massive doses of vitamin C given by vein during 
the acute attack. It is possible that the Vitamin 
C has its action directly on the blood vessels 
or on the cement substance of the blood vessels. 
It is equally possible, however, that the vitamin 
action is through the adrenal cortex, the integ- 
rity of which depends, among other factors, on 
Vitamin C. Other headaches of possible hormon- 
al relationship are the headaches of high blood 
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pressure and the paroxysmal headaches with 
paroxysmal hypertension of Pheochromocytoma. 


The possibility of mechanical factors in the 
production of migraine has also been speculated 
upon. Certain patients will have what appears 
to be typical migraine following the so called 
whip-lash type of cervical spine injury, usually 
resulting from an automobile accident when the 
head is suddenly snapped forward. Thermal 
mechanisms in migarine have also been specu- 
lated upon. These two mechanical situations, 
however, can usually be separated and patients 
suffering from headaches resulting from them 
do not conform to the criteria necessary to make 
a diagnosis of migraine. 


Psychogenic elements as precipitating causes 
of migraine are well known. This, however, does 
not constitute a true or basic cause for the 
disorder. It simply means that the migraine pa- 
tient has a low threshold as far as his vascular 
mechanisms are concerned, and psychogenic 
factors can trigger a migraine attack. Closely 
related to this mechanism is a cerebral dysrhy- 
thmia hypothesis of the genesis of migraine. 
The relationship of migraine to epilepsy has 
been pointed out many times. Certain patients 
with migraine will show EEG changes suggest- 
ing that migraine may be associated with a 
cerebral dysrhythmia. The question then has 
to be answered as to whether the dysrhythmia 
may not result from the vascular changes inci- 
dent to the migraine attack. 


Personality traits in migraine are rather con- 
stant. The migrainous personality, so called, is a 
rather perfectionistic, usually a highly intelligent 
person whose meticulousness pervades all as- 
pects of his life. Persistent pursuit of perfection 
in whatever he undertakes is the bane of his 
existence. This type of personality, for the same 
season, is subject to fatigue, and fatigue is a 
well known precipitating cause of migraine. 


Finally in speculating regarding causes, the 
hereditary predisposition must be mentioned. 
This is apparently a dominant trait which is 
passed on and constitutes a predisposition but by 
no means implies a necessity for the develop- 
ment of migraine. Not all progeny of migrainous 
patients will necessarily suffer from migraine 
nor is it impossible to treat the patient with 
migraine to the point where the attacks subside 
or at least become infrequent. In conclusion 
then regarding cause, a fair statement might be 
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that there are many factors that may serve as 
precipitating causes of a migraine attack. The 
migraine attack presumably results from an her- 
editary constitutional predisposition to react to 
a variety of stimuli with abnormal caliber reac- 
tion of blood vessels in the head with resulting 
headache. 


MECHANISM 


When it comes to speculation regarding 
mechanism of headache in the migrainous pa- 
tient, there is considerably more evidence upon 
which: such speculation can be based. One 
mechanism of genesis that can be hypothesized 
is similar to the mechanism of Meniere’s disease 
as described by Miles Atkinson (3,4), although 
in the migraine patient it tends to be somewhat 
more complex. In the migraine attack the as- 
sumption is that the branches of the external 
carotid artery are the reacting blood vessels, 
while in Meniere’s disease only the labyrinthine 
vessels are involved. It is further assumed that 
the vessels are reacting to the release of hista- 
mine as a result of one of a variety of noxious 
stimuli. It is known that histamine affects the 
blood vessels of different subjects in different 
fashions or even the same subjects in different 
ways at various times(5). It is, therefore, not in- 
consistent that the branches of the external caro- 
tid react by constriction in one patient and dila- 
tion in another to the release of histamine into 
the blood stream. 


The types of vascular response is one easy way 
of classifying migraine. First there is a relatively 
uncommon type of migraine that may be desig- 
nated as the pure constrictor type. The constric- 
tor type of migraine is one that is uniformly 
made worse by the administration of vasocon- 
strictors since this aggravates the underlying 
situation. These people characteristically feel 
cold during the migraine attack and do not 
have the perspiration and throbbing character 
of their headache that other migraine patients 
have. They get relief in part by heat and occa- 
sionally by alcohol ingestion. Nicotinic acid 
given very slowly by vein to the point of a flush 
and sustained for 30 seconds will usually con- 
trol an acute headache in this type of patient. 


A second group of migraine patients are those 
with a dilator type of headache. These people 
describe a throbbing type of headache associated 
with profuse perspiration and a sensation of 
marked warmth and improvement by exposure 
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to cold air. These patients respond well to the 
administration of vaso-constrictors. 

Third is the most common group of migraine 
patients which might be labeled the phase re- 
actors. These patients begin with a stage of 
constriction which is the time when they are 
having their aura. In other words, the aura 
constitutes cerebral cortical ischemia as a result 
of vaso-constriction. After the constriction stage, 
they then enter the stage of dilatation when 
they perspire, feel exceedingly warm, and de- 
velop a throbbing headache. Vaso-constrictors 
administered at this stage of the attack will 
provide satisfactory relief. If these people are 
left untreated, it is not uncommon for them to 
develop presumably swelling and edema about 
the branches of the external carotid as a result 
of prolonged dilation. When the edema has 
developed, they will then no longer respond 
well to simple vaso-constrictors but will require 
analgesia and usually large doses until relieved. 


Finally, there are a certain group of patients 
in whom presumably there is concurrent exis- 
tence of dilation in some areas and constriction 
in others. These patients are the most difficult 
to treat. That is, during the acute phase, such 
patients do not usually feel chilly or hot and do 
not appear pale or flushed. The headache may 
or may not be of a throbbing character. Usually 
the dilator mechanism supercedes the constric- 
tor, and these patients do best on vaso-con- 
strictors. 


On a clinical basis, it is fairly easy to separate 
these various types of migraine patients, and it 
is extremely important to do so if rational treat- 
ment of the acute attack is to be given. The 
conclusion regarding the mechanism of migraine 
can be stated as follows: The mechanism of 
headache in migraine is an abnormal caliber re- 
sponse of the branches of the external carotid 
arteries to the release of histamine into the blood 
stream of the constitutionally predisposed. In 
other words, migraine represents a situation 
where specific blood vessels in the head become 
the shock organ of histamine release. 


INTRAVENOUS HISTAMINE THERAPY 
IN MIGRAINE 
In 1945, Butler and Thomas(6), published their 
preliminary observations on the intravenous 
histamine treatment of migraine. If the above 
reasoning regarding the mechanism of migraine 
is accurate, it would then seem reasonable tc 
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treat migraine patients by histamine hyposensi- 
tization. It might even be further stated that 
if the basic cause of the histamine release in the 
migraine patient is a variety of noxious stimuli, 
then it would seem more reasonable to tackle the 
problem at the mechanism level rather than at 
cause level. In other words, if a migrainous 
patient could have the mechanism of reaction to 
histamine release in his system altered so that 
a migraine attack did not follow such a release, 
then a search for causes need no longer be pur- 
sued since this patient would then tolerate the 
histamine release without symptoms. It was 
principally with this line of reasoning that But- 
ler and Thomas proposed to use intravenous 
rapid histamine hyposensitization for the treat- 
ment of migraine(7). Sporadic results have ap- 
peared in the literature since this time. It 
commonly happens, however, that the migraine 
patient receives not only the histamine treatment 
but also other forms of therapy at the same 
time which makes evaluation of this method of 
treatment difficult. 

Personal experience with the rapid histamine 
desensitization has been quite variable. Many 
patients treated in this fashion have responded 
well, but it was difficult to ascertain exactly 
whether it was the histamine desensitization or 
other methods used, or even the physician’s 
enthusiasm in the introduction of a new form of 
therapy that led to an improvement in symp- 
toms. These patients usually have learned 
through visiting many doctors that the treatment 
of migraine is at best a rather unsatisfactory 
business, and consequently, their hopelessness 
fades with the physician’s enthusiasm which 
must color the results somewhat. 

In treating patients in the armed forces, large 
numbers of men must be seen, diagnosed, and 
treated in a relatively short period of time. 
Frequently, one does not utilize some of the 
refinements commonly used in civilian practice. 
Migraine in the soldier or in the military de- 
pendent is apt to be a rather difficult disorder 
to tolerate since it is hard for the uninitiated 
command to appreciate the misery from which 
the migraine patient suffers perioically and yet 
appears so healthy and active between migraine 
attacks. Since there were a fair number of 
patients reporting to sick call at the United 
States Army Hospital at Fort Hauchauca with 
migraine, it seemed that here was an opportu- 
nity to test the treatment of migraine by the 
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administration of intravenous histamine as the 
sole therapeutic weapon. This method of treat- 
ment adapts itself admirably to being given 
over a relatively short period of time. Once the 
necessary regimen is set up, it requires very 
little supervision and consumes very little time 
on the doctor’s part. It was felt that it would 
provide a more satisfactory evaluation of the 
value of rapid intravenous histamine in the 
treatment of the migraine patient without other 
methods of therapy being used. 

Only the most severe cases of migraine were 
selected for this therapeutic approach. There 
are many, many patients with mild migraine 
attacks occurring infrequently who do not need 
to go through this course of treatment. Patients 
selected were those who had headaches up to 
once or twice a week; some of the patients 
treated had only 2 or 3 headaches a month. All 
the patients treated satisfied the diagnostic 
criteria outlined above. There are a number of 
confirmatory tests for migraine including the 
administration of nitroglycerine sublingually or 
histamine subcutaneously or intravenously(8). 
In this series, tests to confirm the diagnosis of 
migraine were not made; however, the reaction 
to the intravenous histamine proved diagnostic 
test enough in itself. 

The rationale of this form of therapy is as 
stated above that the migraine patient is given 
histamine over a period of time with the purpose 
of increasing tolerance to it. Tolerance then to 
the release of histamine into the blood stream 
will be increased to the point where the patient 
will not react with a migraine attack when his- 
tamine is normally released. Whether this actu- 
ally entails the building up of the reserve of 
histaminase in the body is a controversial matter 
which need not concern us at the present time. 

The method used in the cases to be described 
was as follows: 2.75 milligrams of histamine 
diphosphate (equivalent to 1.0 milligrams of 
histamine base) was placed in one thousand C.C. 
of 5% glucose in saline. This constituted the 
intravenous infusion which was given on alter- 
nate days for a series of four treatments. Before 
or imediately after such infusion is started 1,000 
milligrams of Ascorbic Acid is given intraven- 
ously. Vitamin C appears necessary for the rapid 
intravenous infusion of this histamine solution. 
Whether this vitamin C has a vascular effect, 
adrenal cortical effect, or whether it is serving 
in the capacity purely of an antihistamine is a 
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moot point. During the course of the infusion, 
antacids are given and analgesics are adminis- 
tered if necessary. Headache, however, is con- 
trolled primarily by slowing the rate of flow 
rather than be the administration of analgesics. 
Because of the histamine’s tendency to produce 
marked incerase in gastric secretion and gastirc 
acidity, any patient with a history of a duodenal 
ulcer or serious gastric difficulty in the past was 
not treated by this method(9). 

During the course of treatment the following 
side effects and complications were noted and 
watched for. In the first place, one need only 
administer a small portion of the infusion rap- 
idly, and prior to the intravenous ascorbic acid, 
to produce a typical migraine headache thus 
giving one a confirmatory test that migraine does 
indeed exist and further that this migraine is 
precipitated by the release of histamine into the 
blood stream. Surprisingly, this held true wheth- 
er the patient had a constrictor, dilator, or mixed 
type of migraine, indicating that the type of 
vascular response is an individual idiosyncracy 
of common origin. Headaches occurred fairly 
commonly during the course of the intravenous 
infusion. and was the usual cause for decreasing 
the rate of flow. Analgesics were required for 
the control of the headache during treatment in 
about one third of the treatments administered. 
Tachycardia, presumably incident to the vaso- 
motor liability that is precipitated by histamine 
injection, occurred in approximately ten percent 
of treatment given and is controlled simply by 
decreasing the rate of flow. For the most part, 
these side effects can be readily controlled. It 
was our practice to describe to the patient what 
we were trying to accomplish and what the 
side effects might be. We then put a screw 
clamp on the intravenous tubing where the 
patient could reach it and regulate the flow 
themselves. The usual experience with migraine 
patients is that the first treatment will take 
anywhere from 8 to 10 hours, the time required 
gradually decreasing to the fourth treatment 
which will usually take 4 to 5 hours. With each 
successive treatment, they are capable of toler- 
ating the infusion at a little faster rate. 

Occasionally patients will be encountered 
where generalized urticaria may result from the 
histamine. This is a contra-indication to continu- 
ation of the treatment. Activation and bleeding 
from duodenal ulcers have been reported as a 
result of histamine treatment and is the reason 
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for the omission of any patient with a suspicious 
history from our series of patients. Insomnia is 
a relatively rare complication of this treatment, 
but it may be rather persistent and require 
bedtime sedation for 2 or 3 weeks after a course 
of treatment in order to re-establish a normal 
sleep pattern. Poor tolerance to intravenous 
histamine infusion is of itself of diagnostic im- 
port. The non-migrainous patient is usually able 
to take a similar infusion in something like two 
hours without undue discomfort. 
RESULTS 

The series of cases treated here at the United 
States Army Hospital at Fort Hauchuca is a 
relatively small group, but it is rather interesting 
to note that results of treatment given here 
coincide roughly with the results reported by 
Butler and Thomas(10) as well as those reported 
by Horton(11) from the Mayo Clinic. In Butler 
and Thomas’ series, there was marked relief in 
58, moderate relief in 34, no relief in 12. In 
Horton’s series, there was marked relief in 24%, 
moderate relief in 30%, no relief in 46%. In our 
small series of 15 patients we found marked 
relief in 4 or 27%, moderate relief in 8 or 53%, 
and no relief in 3 or 20%. 


INDIVIDUALIZING THE MIGRAINE 
PATIENT 

Before concluding this brief resume of the 
present status of the treatment of migraine, it 
may be well to outline an approach to the 
migraine patient. The patient with severe mi- 
graine is one who suffers a great deal. Unfor- 
tunately, all too frequently, when consulting 
his doctor, the migraine patient is told simply 
that there is very little that can be done for this 
condition; and he is given perhaps some ergota- 
mine, analgesic or sedative. 

While it is perfectly true that treatment of 
severe migraine poses an exceedingly difficult 
problem, it is still not impossible to provide this 
patient with a good deal of relief, both for the 
acute attack and for the prevention or decrease 
in frequency and severity of the attacks. Our 
approach to the migraine patient is, first of all, 
to attempt to determine the type of migraine 
that is present. This is ascertained from the his- 
tory, particularly of associated vasomotor symp- 
toms such as feeling warm or cold, flushed or 
chilled during the attack, improvement in the 
headache by pressure on the carotid vessels, 
improvement by exposure to cold air or warm 
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air. Aggravation by alcohol as a vasodilator or 
tobacco as a vasoconstrictor and prior response 
to the administration of vasoconstrictors are all 
data from the history which is quite useful in 
determining the type of migraine with which 
one is dealing. Physical examination during a 
migraine attack may occasionally be enlighten- 
ing. If optic fundi are evaluated and compared 
as to caliber of retinal arterioles.during and be- 
tween headaches, some difference may be noted 
in some cases. Physical examination, for the 
most part, however, serves to exclude the other 
types of vascular headaches previously noted. 


MEDICINAL THERAPY 


Once the type of vascular reaction has been 
determined, then a suitable choice of medicinal 
agent can be made for the treatment of the 
acute attack. Ergotamine Tartrate or Octin are 
the vasoconstrictors of choice. Octin is suitable 
in oral form for the prevention or alleviation of 
headache until the onset of nausea. Ergotamine 
is less successful percentage-wise as an oral 
agent but used parenterally is successful in a 
high percentage of dilator headaches. For the 
relief of the acute attack, for the patient with 
the constrictor type of migraine, Nicotinic Acid 
given very slowly intravenously up to the point 
of flush will frequently provide relief and quite 
dramatically. It is also interesting to note that 
intravenous Nicotinic Acid in doses of 30, 40, 
or possibly 50 milligrams will produce in a 
normal person a marked flush. Patients with 
constrictor migraine may occasionally take up 
to 200 milligrams of Nicotinic Acid intra- 
venously without showing flush and with only 
partial relief of headache. If contstrictors or 
dilators fail to control the acute attack, one or 
two situations may exist. Either the patient is 
of a mixed concurrent type or is of the dilator 
type but has already progressed to the stage of 
perivascular edema so that the simple constric- 
tion of blood vessels is not sufficient to relieve 
the headache. Simple analgesia is necessary for 
this reason for some acute attacks especially if 
they are of long duration. 


The second phase of treatment for the mi- 
graine patient should consist of attempts to 
prevent or to decrease the frequency of the mi- 
graine attacks. There have been many efforts 
directed along these lines. For patients with 
very frequent headaches that are of the dilator 
type, the use of oral constricators on a regular 
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basis may occasionally be worthwhile. Great 
care should be exercised, however, in the regular 
administration of vaso-constrictors, bearing in 
mind that trophic changes at the tips of fingers 
and toes may result from long use of such 
agents. The antihistamines have generally 
proved disappointing in the treatment of mi- 
graine. Histaminase offered some hope initially 
but also proved of little value. Of the various 
antihistamines available, Dramamine occasion- 
ally will control the migraine patient and will 
more frequently control persistent nausea or 
vomiting after a migraine attack. Ascorbic Acid 
by vein during the acute attack may provide 
relief when all else fails. Taken regularly, orally, 
it may also serve to decrease the frequency of 
the migraine attacks. The histamine desensitiza- 
tion described above seems to be of distinct 
value in a certain percentage of the severe 
migraine patients. It probably is not indicated 
in the milder migraine where the attacks are 
infrequent and relatively easy to control. 


Hormone therapy has long been used in mi- 
graine, notably thyroid and estrogens. Thyroid 
is helpful in the hypometabolic type of migraine. 
Estrogens are given since the estrogen excess of 


pregnancy seems to have a beneficial effect on 
migraine. Occasionally estrogen administered in 
cyclical fashion to the female or regularly by 
mouth to the male may serve to alleviate the 
situation. More recently ACTH in cortisone 
have been administered in migraine with a 
modicum of success. 


Treatment of migraine as a food allergy 
should not be neglected. Occasionally patients 
can keep a dietary diary recording not only the 
foods eaten but the times of headache. By the 
review of such a diary with a listing of the foods 
ingested 24 hours prior to the onset of several 
headaches one can occasionally get a clue as to 
what food may be a precipitating factor in the 
production of the migraine attack. This method 
of approach has, in our experience, been suc- 
cessful rather infrequently but occasionally may 
yield results and is worthy of the effort in se- 
lected cases. Inhalant desensitization in the 
person with known inhalant allergies may also 
be part of the basis for therapeutic approach 
in rare cases. 


The psychiatric approach to the migraine 
patient has in general proved practically rather 
unsatisfactory although psychiatric surveys with 
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alleviation of tension factors has proved benefi- 
cial in many cases. It is worthwhile to point out 
to the migrainous patient the personality traits 
in their pursuit of perfection which tend to 
precipitate migraine attacks and attempt to 
overcome some of the perfectionistic tendencies 
which the patient has. Unfortunately, these 
personality traits are very deeply rooted and 
insistence upon their correction may sometimes 
lead to more tension than it alleviates. 


There are a group of miscellaneous agents 
which should be mentioned in the treatment 
of migraine. During the acute attack, the ad- 
ministration of oxygen is frequently of value, 
particularly in the dilator type that has pro- 
gressed to edema in the perivascular tissues 
and is unresponsive to vasoconstrictors. For 
some reason that is not entirely clear, the 
administration of mebarol is an effective prophy- 
lactic agent in some patients. Those drugs which 
act primarily on the mid-brain with a sedative 
type of action such as the Rauwolfia group and 
thorazine may also be of value at times. Tolserol 
has been used in some patients on the basis that 
skeletal muscle spasm may play a role in the 
production of migraine. Benefit from using this 
drug, however, has been negligible in our ex- 
perience. Massive doses of B12 have been used 
in migraine as in many of the other types of 
disorders that are difficult to treat effectively. 
Sporadic reports of improvement on massive 
doses of B12, a thousand micrograms two or 
three times weekly, have appeared indicating 
an occasional favorable therapeutic response. 
We have, as yet, been unable to find migraine 
patients so responsive. 


SUMMARY AND CONCLUSIONS 


1. The diagnostic criteria necessary to make 
a diagnosis of migraine have been outlined; at 
least 4 of the 5 criteria should be satisfied to 
make a diagnosis of migraine. The presence of 
3 of the criteria in the patient who has no other 
apparent cause for periodic headaches may 
justify a diagnosis of “a typical migraine”. 

2. The criteria for diagnosis are: (a) period- 
icity; (b) cephalalgia, usually hemicrania; (c) 
cortical disturbance; (d) gastro-intestinal dis- 
turbance; (e) a positive family history. Other 
vascular types of headache have been described 
and differentiated. 

8. Speculation regarding the cause of mi- 
graine leads one to the conclusion that there 
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are probably multiple noxious stimuli which 
may serve as the precipitating factor in migraine. 
The basic cause is apparently a constitutional 
abnormality in the reaction to the release of 
histamine into the system. 


4. The speculation regarding the mechanism 
of migraine leads one to the conclusion that 
there are constrictor types, dilator types, and 
mixed types. These are assumed to represent 
the individual type of response of the branches 
of the external carotid artery to release of hista- 
mine. Our conclusion regarding the mechanism 
of migraine is that the headache production in 
migraine represents an abnormal caliber re- 
sponse of the branches of the external carotid 
artery to the release of histamine into the blood 
stream of those constitutionally predisposed. In 
other words, the branches of the external carotid 
artery in the patient with migraine serves as the 
“shock organ” with the release of histamine. 


5. A rather limited experience in a controlled 
series of patients with severe migraine at the 
United States Army Hospital at Fort Huachuca 
treated with the intravenous histamine hyposen- 
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sitization, as described by Butler and Thomas 
with some modifications, has been reported. 
Results here are generally in conformity with 
the results previously described by Butler and 
Thomas and by Horton and consist roughly of 
% markedly improved, % moderately improved, 
Y% no improvement. 
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Tux physician enjoys unique privileges and 
opportunities. On the other hand he is burdened 
with special responsibilities and obligations. 

The law requires that, if he presumes to take 
professional care of a patient, he must possess 
and exercise that degree of skill and care which 
is commonly possessed and exercised by other 
reputable practitioners in the locality in caring 
for similar cases. 

The patient expects him to be a dedicated 
person,—gentle and kind, always available, in- 
exhaustibly patient, everlastingly resourceful, 
and possessed of endless charity. 

Both law and ethics join in exhorting him 
to put the patient’s interest above all else, in 
requiring him to hold the patient's communica- 
tions in confidence and to act toward the 
patient with the utmost good faith at all times. 

Ethics is derived from the Greek “Ethos” and 
by extension, as we use it, it means conforming 
to professional standards of conduct. To such 
a standard the physician is bound. It is in his 
personal concern for his patient that the physi- 
cian differs from the tradesman or the pure 
scientist. The secret of his successful care of 
his patient lies in his caring for the patient. 

A good physician-Patient relationship de- 
pends not only on the rendition of the best 
possible medical service but also on maintain- 
ing the patient’s confidence and _ friendship. 
Skill is no substitute for warmth and kindness. 
The art of the practice of medicine is of ex- 
treme importance to the patient and its good 
exercise is protective to the physician. 

When the patient feels a positive assurance 
that he is in safe hands, the solace he gets does 
something to his blood pressure, his heart action 
and to the functioning of his gastro-intestinal 
tract. Emotional relief plays a part in healing 
organic disease. 


It has been said that the physician is not a 
moralist. He must, nevertheless, possess high 
moral integrity. He has the opportunity, if not 
the obligation, to direct one under his profes- 
sional care toward a useful and wholesome life 
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—if exercised, the effect may frequently be of 
distinct therapeutic value. 

It hardly seems necessary to point out that 
this fundamental and wholesome physician- 
patient relationship cannot exist except where 
there is complete freedom of choice of physi- 
cian and of patient. Certainly the climate is 
unwholesome if the relation is subject to the 
interest or control of any third party. 

The physician also has distinct obligations 
toward his colleagues, toward the profession as 
a whole. He is the vital and basic unit in the 
creation of good or bad medical public rela- 
tions. When every patient of every physician 
is pleased and satisfied with his medical care, 
medical public relations will be at the highest 
possible level. 

Further the physician is a citizen and he must 
accept and exercise his community responsibili- 
ties. It is to him that the public rightfully looks 
for guidance and leadership in all health mat- 
ters. 

Before the physician may dispense or pre- 
scribe narcotics, he must register with the Bu- 
reau of Narcotics of the Internal Revenue 
Service; and reregistration must be effected on 
or before July 1, of each year, to avoid a pen- 
alty. Each year this requirement is overlooked 
by some physicians and unpleasant conse- 
quences ensue. 

It should be borne in mind too that each 
state has its own statutes forbidding an at- 
tending physician to sign a death certificate in 
certain cases and that an autopsy may not 
be performed without valid authorization. 

A physician is not likely to practice long in 
a given locality before it becomes necessary 
for him to appear in court as an expert witness. 
Today, justice is dependent to some extent on 
medical evidence in about half the cases brought 
to Appellate Courts in the United States. 

There is a great and a growing distrust of 
medical expert testimony. Neither the courts, 
the legal profession or the lay public can un- 
derstand how honest physicians can express 
such contradictory opinions. It is unfortunate 
indeed that so many believe that the physician 
witness will, to a considerable degree, say what 
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he is being paid to say. Roscoe Pound, highly 
and rightfully esteemed in legal circles, has 
said that the medical profession should demand 
higher ethical standards for expert witnesses. 
It is urgent that this problem be recognized 
and that the medical group give it serious con- 
sideration. Medical experts should be conscien- 
tious, honest, and impartial. It is the privilege 
of the medical expert witness to assist the 
court and jury to arrive at the truth. Justice 
suffers when the testimony of opposing expert 
witnesses constitutes a battle of credibility 
rather than of science. 

Of all the obligations and_ responsibilities 
burdening the physician, the greatest is with- 
out question the duty he owes his patient. It 
is in this that the real reason for his being is 
found. From the Hippocratic oath, to which we 
all have subscribed I quote, “I will follow that 
method of treatment which according to my 
ability and judgment, I will consider for the 
benefit of my patients and abstain from what- 
ever is deleterious and mischievous.” 

The physician must, in applying his skill and 
knowledge to accomplish the purpose for which 
he is employed, exercise the degree of care, 
attention, diligence and judgment such as is 
commonly exercised by other reputable practi- 
tioners in the community. He must keep abreast 
of progress in his profession and he must util- 
ize standard and accepted methods and pro- 
cedures in diagnosis and in treatment. 

Occasionally the course of action selected by 
the physician leads to more harm than good. 
Thus, we have iatrogenic—physician produced— 
disease states. 

In diagnosis, the failure to make an early 
determination of incipient disease is an unfor- 
tunately common error that contributes to an 
unhappy course of events in the future. 

Again, the physician’s ability to make a satis- 
factory appraisal without betraying inaccurate 
impressions to the patient is important. A facial 
expression or a misconstrued statement during 
the diagnostic survey may have a decidedly 
adverse effect on the patient. The frequent 
production of cardiac cripples by misinterpre- 
tation of chest pains of functional origin is well 
documented. Equally well documented are the 
malpractice claims which eventuate. 

In treatment the practice of using patent 
therapeutic agents without a thoroughly justi- 
fiable indication is to be condemned. There may 
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result an immediate relief of particular symp- 
toms only to have a severe drug reaction de- 
velop—and a suit. 

There are many diagnostic and therapeutic 
techniques in which the calculated risk of the 
procedure to be undertaken is very considera- 
ble. To defend successfully against a claim 
based upon an alleged injury resulting there- 
from, the defendant must be able to justify 
what was done. 

It is held (1) that any want of proper skill 
or care which diminishes the chances of the 
patient's recovery, prolongs his illness, increases 
his suffering, or, in short, makes his condition 
worse than it would have been if due skill and 
care had been used, would, in a legal sense, 
constitute injury. On the other hand it is the 
general rule that the result of a physician’s 
treatment is not determinative of the perform- 
ance of the physician’s obligation. (2) A bad 
result, of itself, does not give rise to an infer- 
ence that the physician was negligent or lacked 
in skill. (3) There is no implied warranty or 
contract as to the result which will be ob- 
tained. The physician may, of course, contract 
or promise that he will effect a cure or some 
specific result. (4) If he does so agree, he will 
be liable on his special contract if the prom- 
ised result is not forthcoming. 

The duty of the physician to possess and to 
exercise the requisite degree of skill and care 
is imposed by the law on the relation of physi- 
cian and patient. The duty is not affected by 
the fact that the service is rendered gratuitously, 
or by the fact that the physician is employed 
by a third person. 

The physician may by notice or special con- 
tract vary, limit or modify the duty owed to 
his patient. Thus, he may agree to treat the 
patient only at a certain place or for a limited 
time, or for certain conditions. Of course, one 
who holds himself out as a specialist must 
possess and exercise the skill and care of the 
specialist. 

The physician is in a position of trust and 
confidence as regards his patient. Thus if he 
knows that he cannot accomplish a cure or that 
the treatment adopted will probably be of no 
benefit, it is his duty to advise his patient of 
the facts. If he believes that it would be in 
the interest of the patient to call in a consultant, 
he must either so advise the patient or bring in 
the consultant. If the patient has sustained an 
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injury due to the physician’s negligence or 
lack of skill, the physician has a legal duty to 
inform the patient. It is extremely doubtful that 
the physician has a therapeutic privilege to 
withhold a specific diagnosis from a patient 
with serious or fatal disease. On the contrary it 
appears that in ordinary circumstances the 
confidential relation requires that the physician 
make a frank and full disclosure when his 
patient is adult, mentally competent, and ques- 
tioning. 

A physician is not required by law to accept 
any patient. He may, if he wishes, arbitrarily 
refuse the proffered professional employment 
even if he is the only physician available. How- 
ever, once the relation of physician and patient 
is established, the physician has the continuing 
duty to give such care and treatment as neces- 
sary until his services are no longer required, 
unless he is sooner discharged or unless he 
withdraws from the case. The physician may 
withdraw from a case but he must first give 
reasonable notice of his intention to do so and 
he must allow the patient reasonable time and 
opportunity to fill his place. 

The unwarranted abandonment of a case 
after its assumption will render a physician 
liable in damages if injury results. In a Missis- 
sippi case, (5) it was held that where a physician 
agreed without qualification to attend the plain- 
tiff at her approaching confinement for a stip- 
ulated sum, it was no excuse that at the time 
treatment became necessary he was engaged 
with another patient and could not leave. In 
another case, (6) the court said that the fact 
that a physician has undertaken to treat so 
many patients that he has to neglect some of 
them does not excuse him from responsibility 
if harm results from such neglect. 

Of course, the physician may not touch, let 
alone operate upon his patient without legal 
consent. Any adult in a clear state of mind may 
authorize any treatment or operation upon him- 
self. If the patient is a minor, consent is gen- 
erally to be obtained from parent or guardian. 
If the patient is mentally incompetent the con- 
sent of the one who stands in the position of 
guardian is required. In the case of surgery 
or any hazardous procedure written authoriza- 
tion should always be obtained. 

In an emergency that demands immediate 
action for the preservation of the life or health 
of a patient and in which it is not practicable 
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to obtain his consent or the consent of anyone 
authorized to speak for him, it is the duty of 
the attending physician to perform without con- 
sent such operation as good surgical practice 
demands. 

If sterility is likely to result from the pro- 
cedure contemplated, explanation of that prob- 
ability should be made and a signed authori- 
zation should generally be obtained from both 
spouses. On the other hand there should be 
no promise or guarantee that the patient will 
be sterile as the result of the procedure under- 
taken. Further, no sterilization procedure 
should be carried out except upon a positive 
medical indication. 

It should be understood that, if an operation 
is unlawful, the consent of the patient does 
not absolve the surgeon from liability—at least 
from criminal liability. 

Malpractice arises out of the relationship of 
physician and patient. First aid may be réndered 
in an emergency without the establishment of 
the relation of physician and patient. And 
neither is the relationship established: 1) when 
the physician makes a pre-employment exam- 
ination for a railroad or other prospective em- 
ployer; 2) when the physician performs an 
autopsy; 3) when the physician examines an 
applicant for life insurance on behalf of an 
insurance company; or 4) when the physician 
is appointed by the trial court to examine the 
accused to determine the question of the ac- 
cused’s mental competency. 

Malpractice is defined as the failure on the 
part of the physician to fulfill his legal duty to 
his patient, as a result of which the patient 
sustains an injury. Otherwise expressed mal- 
practice is the failure of the physician to care 
for his patient in a manner consistent with the 
standard of practice in the community. The 
standard of practice consists always of what 
the reputable practitioners in the community 
would do and in what they would refrain from 
doing in caring for a particular type of case. 

Any patient may bring a malpractice action 
against any physician who has cared for him 
professionally. Today the likelihood of the 
practitioner being sued for malpractice is so 
great that it constitutes a definite occupa- 
tional hazard; and no physician is immune. 
During the past eight years, in a number of 
metropolitan areas, the incidence of malprac- 
tice claims has increased by as much as 250 
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to 350 per cent. In 1953, in one area, one claim 
was advanced for each 21.6 physicians in the 
locality. Under such conditions the lot of the 
practitioner is an unhappy one. He has to 
realize that any patient he sees may sue him— 
particularly any patient with an unhappy end- 
result. 

It is to be kept in mind, too, that the great 
majority of these claims are not meritoriously 
foundationed. They are not justifiable. Fur- 
thermore it isn’t only the quack or the 
charlatan who is being sued. In some areas 
far more than half of these actions are brought 
against physicians who are above the median 
of their groups in standing, experience and rep- 
utation. 

Thus it becomes absolutely necessary that 
the physician learn what he may do to safe- 
guard himself, and how to put himself in the 
best possible position for efficient defense 
against the seemingly inevitable suit. 

First and foremost, of course, he must care 
for every patient with meticulous attention to 
the requirements of good practice. 

He must carefully see to it that there is a 
sufficiency of observation, investigation, and 
treatment including the utilization of every 
indicated laboratory aid. He must exercise care 
in selecting his assistants and in delegating 
duties to them. He must maintain a safe envi- 
ronment in which to work, causing instruments 
to be checked and apparatus to be calibrated 
as required in the exercise of ordinary care. 
His obligation comprehends, too, instructing 
those caring for the patient so that all things 
needed may be carried out during his absence 
and providing for the protection of those com- 
ing in contact with the patient. The physician 
must also recognize the importance of psycho- 
logical factors and constructively influenc the 
nervous, mental and emotional balance of his 
patient by tactful and intelligent handling, in- 
stituting such psychotherapeutic measures as 
may be indicated. His personal relation with 
his patient is of extreme importance; for a 
friendly patient, one who feels that everything 
possible is being done for him, is not likely to 
sue his physician even when the end result is 
less than perfect. 

The physician has to rely largely on his case 
records to establish what the patient’s condi- 
tion was and just what was done about it. 
From a medicolegal point of view the impor- 
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tance of good medical records could not be 
overemphasized. It is wise for the doctor to 
ask himself, while he is caring for a patient, 
what he would like to have in the record if 
he has to use it one, three, or five years later 
in defending himself in court. 

There is one other major safeguard which 
should be particularly stressed. It may be called 
protective consultation. It is strongly urged, 
upon the basis of medicolegal indication, that 
consultation be always had: 1) when the patient 
is not doing well; 2) whenever there is any 
unexpected reaction, untoward occurrence, or 
complication or sequela develops; and 3) when- 
ever the patient or his family is unduly com- 
plaining or expressing dissatisfaction. Few mal- 
practice actions will be lost wherein indepen- 
dent consultation we had. It is urged that 
physicians freely exchange consultations for 
their mutual protection. All findings, recom- 
mendations, etc., should, of course, be reduced 
to writing and be made a part of the case 
record. 

Both medical ethics and the physician’s rec- 
ognition and acceptance of his obligation, pre- 
vent him from destructively criticizing the treat- 
ment rendered or the result obtained by a 
fellow practitioner. On the other hand, he will 
accept the opportunity to reassure and inform 
any patient who may be wrongfully condemn- 
ing another doctor in respect to the latter's 
medical care. 

Prevention is the best defense against mal- 
practice. The measures here briefly referred to 
are considered of basic importance. It must be 
recognized that adherence to the highest pos- 
sible moral and ethical standards, the constant 
exhibition of a high degree of care and skill, 
and the creation of the friendliest aura will not 
eliminate all false and unjustified claims of 
malpractice. But there will be few instances of 
injuries to physicians from misguided or mali- 
cious patients when our practitioners under- 
stand fully how to govern and protect them- 
selves under the law. 

The physician’s every act should manifest his 
total acceptance of his obligations and respon- 
sibilities and thus reflect his just pride in his 
high calling. 

Craig v. Chambers, 17 Oh. St. 


- Pepin v. Averill (Vt.), 32 Atl ( sa) 5565 
. Crouch v. Ms Ar mgd abe’ N's. “497, ty (2a) 339. 


ordan (WwW. Va). las 4. &. 4l. 
levard 


1212 Wi 





Vol. 13, No. 2 


di) a 4//,74// AW 





The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











MASSACHUSETTS GENERAL 
HOSPITAL 


PRESENTATION OF CASE 39042 


A SEVENTY-FOUR-YEAR-OLD man was ad- 
mitted to the hospital in an unconscious state. 

Two hours before admission the patient sud- 
denly collapsed. He did not cry out or give 
any outward sign of pain. When his physician 
arrived the patient was deeply unconscious and 
rigid, with pin-point pupils and an absent right 
carotid pulse. He was immediately sent to the 
hospital. 

Four years before admission he was at another 
hospital because of fluid in the right side of the 
chest. Pertinent findings at that time included 
a history of mild hypertension for two years, 
mild exertional dyspnea and slight ankle edema 
for three years and mild epigastric distress 
relieved by diet for many years; physical exam- 
ination revealed a Grade 1 apical systolic mur- 
mur, a Grade 2 aortic systolic murmur, fluid in 
the right pleural cavity, a few moist rales in 
the right lung and a blood pressure of 168 
systolic, 100 diastolic. An electro-cardiogram 
showed left-ventricle strain; a roentgenogram of 
the chest demonstrated the right lower lung 
field to be obscured by fluid, the heart to be 
slightly increased in size, without any charac- 
teristic configuration, and the aorta to be calci- 
fied but not dilated. The patient improved on 
treatment with digitalis, Mercuhydrin and am- 
monium chloride and was discharged after two 
weeks. Two years before admission he had an 
undescribed episode, thought to be a cere- 
brovascular accident, from which he apparently 
made a complete recovery except for some 
residual weakness in the -right leg. As far as 
was known, there had been no change in the 
state of his health in the few days or hours 
prior to admission. 


Physical examination showed a well nourished 
man whose skin was cold and clammy, with pro- 
fuse sweating. He was comatose, responding 
only by slight non purposive movements to 
painful stimuli. Respirations were of the Cheyne- 
Stokes type. The neck veins were distended 
but did not pulsate. There were coarse rhonchi 
throughout the chest, which obscured the heart 
sounds. The cardiac rhythm was regular, and 
the rate 60, and there was a loud, rough systolic 
murmur heard best to the right of the sternum 
at the base and a distinct early diastolic murmur 
heard in the same location and transmitted down 
the left border of the sternum. Pulses were 
palpable and strong in the left carotid and 
both femoral arteries but were absent in the 
right carotid and in both radial, popliteal, 
posteriortibial and dorsalis-pedis arteries. The ab- 
domen was normal. There was xx pitting edema 
of the ankles. The pupils were 1 mm. in diam- 
eter and did not react to light. The eyelids 
were lightly closed and winked occasionally; 
the eyes were in the midposition, with occasion- 
al roving lateral conjugate movements. Corneal 
reflexes were present and equal. The face was 
symmetrical. The patient swallowed spontane- 
ously several times. All four limbs were in rigid 
extension, with pronation of forearms, semi- 
flexion of wrists and fingers and strong plantar 
flexion of feet. There was great resistance to 
passive movements of the left arm, most marked 
proximally, and of both legs; this was present 
in both flexor and extensor groups. The right 
arm was much less rigid than the left, but when 
the head was turned to the right, the right 
arm became strongly extended. Tendon re- 
flexes were generally brisk and equal; abdom- 
inal and cremasteric reflexes were absent; 
plantar reflexes were extensor bilaterally. 

The temperature was 102°F., the pulse 60, 
and the respirations 28. The blood pressure 
was unobtainable in either the arms or the legs. 

Examination of the blood showed a hemo- 
globin of 15.5 gm. and a white-cell count of 
15,500, with 90 per cent neutrophils. The urine 
gave a x reaction for albumin, and the sediment 
contained an occasional hyaline cast; the specific 
gravity could not be determined because of 
insufficient quantity. A lumbar puncture re- 
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vealed clear spinal fluid with an initial pressure 
equivalent to 140 mm. of water. The spinal 
fluid contained 413 red cells and 2 white cells 
per cubic millimeter and 40 mg. of protein 
and 79 mg. of sugar per 100 cc. 

The patient’s condition remained unchanged, 
and he died quietly twenty hours after ad- 
mission. 

DR. BEN P. FRISSELL 

When I first read this protocol, I concluded 
that we were dealing with a fairly simple case 
of differential diagnosis of coma. However on 
closer scrutiny I soon found that I was in error. 
A possible and plausible answer to the coma- 
tose state of this patient would appear to be in 
the first paragraph of the protocol where we 
learn of the absence of the right carotid pulse. 
Ligation or occlusion of one carotid artery will 
result in death in only 15% of cases and produce 
symptoms of hemiplegia on the side opposite 
the lesion. Loss of consciousness may occur with 
this type of vascular occlusion as it does with 
a cerebral vascular accident. We have, however, 
many neurological findings in this case which 
do not fit the picture of a simple loss of blood 
supply -to one or the other of the cerebral 
hemispheres; namely, bilateral rigidity of both 
extremities in extension with pronation of the 
hands and plantar flexion of the feet and also 
the presence of Magnus Kleijn reflex. 

These findings are characteristic of so-called 
decerebrate rigidity and indicate involvement 
at the level of the brain stem. Assuming that 
vascular failure accounts for this complex, we 
must conclude that the blood supply to this 
area is obliterated and more specifically that 
one or both vertebral arteries are involved. 
This would appear to be logical enough when 
we find from further scrutiny of the protocol, 
that there are also absent pulsations in not only 
the right carotid but both radials, popliteals, 
posterior tibials, and the dorsalis pedis arteries. 
To very briefly review the blood supply to the 
brain, it will be recalled that the internal 
carotids supply the anterior and mid-portions 
of the cerebral hemispheres by giving off the 
anterior and middle cerebral arteries as well as 
the ophthalmic arteries. The vertebral arteries 
arise from the arch of the aorta adjacent to the 
common carotid and supply the brain stem area 
by joining to form the basilar artery, giving of 
the posterior cerebral arteries and entering into 
the Circle of Willis through the posterior com- 
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municating arteries which join with the internal 
carotids. The Circle of Willis is completed 
anteriorly by the anterior communicating artery 
connecting the two anterior cerebral arteries. 


Having thus accepted the premise that our 
patient’s unconscious state developed as a result 
of interruption of a vital percentage of his blood 
supply to at least one cerebral hemisphere and 
the brain stem, the problem shifts to that of 
determining the nature of the vascular pathol- 
ogy. We have a senile subject with history of 
arteriosclerosis and hypertension and evidence 
of heart failure preceding his death by at least 
seven years. Four years previously, his aorta 
showed calcification but no aneurysmal widen- 
ing. There were described systolic phase mur- 
murs at the base and the apex of the heart but 
no diastolic murmurs. At that time there was 
also electrocardiographic evidence of left ven- 
tricular strain but no evidence of coronary 
thrombosis. Two years before his death, he had 
what is assumed to have been a CVA with 
residual weakness of the right leg. 


Can uncomplicated arteriosclerosis and hyper- 
tensive heart disease produce this clinical pic- 
ture? We are accustomed to seeing elderly 
arteriosclerotic patients with absent arterial pul- 
sations below the knee but seldom, if ever, do 
we find obliteration of arteries in the upper 
extremity in these patients. Could these changes 
be produced by thrombotic or embolic phenom- 
ena complicating arteriosclerosis? If so, we 
would be dealing with origin of emboli on the 
left side of the circulatory system. What are 
the common causes of such emboli? 

1. Mitral stenosis with or without auricular 
fibrillation. We have no evidence of this 
type of heart disease and any emboli clear- 
ing a stenotic mitral valve should go far 
beyond the arch of the aorta before ob- 
structing the vascular system. 

2. Mural thrombi subsequent to myocardial 
infarction. Again we have no supporting 
history. 

3. Emboli arising from heart valves in cases 
of bacterial endocarditis. 

4. Emboli arising from thrombosis associ- 
ated with subendothelial fibrosis secondary 
to nutritional deficiencies as seen in cer- 
tain types of heart disease, particularly 
beri-beri hearts, etc. This is a rare and 
unlikely cause. 

5. Thrombi arising around ulcerated intimal 
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plaques along the arteriosclerotic aorta. 
These are more apt to arise from the 
abdominal multiple vessels in the arch of 
the aorta. 

Emboli tend to progress along the aortic chan- 

nels until they wedge in a constricted area 

where the size of the vascular stream is material- 
ly reduced such as for example the so-called 
saddle embolus at the bifurcation of the ab- 
dominal aorta and in terminal branches of 
smaller arteries of the brain, the mesentery, etc. 


What about other possible vascular diseases 
which might produce this picture? Thrombo- 
angiitis obliterans (Buerger’s disease) differs 
from arteriosclerosis in that it involves both the 
venous and arterial systems and is capable of 
producing multiple vascular occlusions. How- 
ever, this condition occurs in a much earlier 
age group than our patient, primarily in men. 
Again, as in arteriosclerosis, the lower extremity 
is most commonly involved but, likewise, the 
upper extremity and even the central nervous 
system blood vessels may be affected by this 
process. In fact, one of the differential points 
favoring this syndrome over arteriosclerosis is 
the absence of radial pulsations in the face of 
generalized vascular involvement in various 
parts of the body. However, these occlusions 
seldom come on abruptly as in our case. Inter- 
mittent leg pain, or claudication, is a prominent 
symptom lacking in this case. Cerebral vascular 
accidents are not uncommon but usually involve 
smaller blood vessels in the brain proper. It 
would certainly appear that there are gross 
omissions of fact in our protocol if this type of 
vascular disease accounts for the end picture 
as we see it today. 

I come now to the point of departure, or of 
getting out on a limb, so to speak! I keep 
searching in my analysis of this case for some 
type of vascular accident which could produce 
a sudden “blowout” in a position to block off a 
major portion of the blood supply to the central 
nervous system and I keep coming back hope- 
fully to the possibility of dissecting aneurism. 
I believe that this condition could best explain 
the sudden occlusion of the openings of several 
arteries coming off the arch of the aorta. This 
occurrence was undoubtedly of shocking sud- 
denness and severity and the patient was soon 
in a state of profound traumatic shock as evi- 
denced by pallor, cold clammy skin, absence of 
blood pressure, etc. Likewise, he promptly de- 
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veloped acute left-sided heart failure which 
helped to hasten his death. 

The biggest stumbling block, of course, to 
this diagnosis is the absence of the cardinal 
symptom of characteristic severe and lasting 
pain which heralds the onset of the process of 
hemorrhage and burrowing into the layers of 
the aortic wall in cases of dissecting aneurism. 
I can only attempt to “alibi” that we are dealing 
with a senile subject with high pain threshold 
and that the suddenness of the impact of the 
vascular catastrophe was such as to stun him 
beyond expression of pain and as he lapsed 
into a state of unconsciousness from which he 
never rallied, there was no further perception 
of pain. 

We are all acquainted with the fact that 
some of our elderly patients fail to react to 
painful stimuli as our younger ones do; for 
example, the elderly man with peritonitis sub- 
sequent to rupture of the appendix who has a 
mild bellyache and minimal signs of such a 
process and even very little in the way of 
fever and leukocytosis to indicate the extent 
of his pathology. 

Dissecting aneurism occurs not uncommonly 
according to pathological reports, being re- 
ported in one to 380 autopsies. Classically this 
condition occurs in elderly arteriosclerotics who 
have a particular type of arterial involvement 
which is described as “medio-necrosis” or so- 
called necrosis of Erdheim. This is in contradic- 
tion to the usual type of arteriosclerosis which 
primarily involves the intimal layer of the aorta. 
Calcifications are more marked in medial necro- 
sis and dissecting aneurism is much more apt 
to occur in this condition. Ordinarily, 
arteriosclerosis is more apt to involve the 
abdominal aorta whereas medial necrosis may 
involve the root and arch of the aorta. Hyper- 
tension is practically always present in these 
cases and elderly males are more vulnerable. 
In addition to pain, there are other symptoms 
which occur. Syncope and collapse are common. 
Death usually occurs in 1-2 days although cases 
of survival after a period of several months 
and even 1-2 years have been-described in the 
recent literature. Absence of arterial pulsations 
in major arteries is commonly found as the 
burrowing process occludes the orifice of such 
vessels. This is particularly common in the 
mesenteric and renal arteries where the subse- 
quent thrombosis of major vessels is seen and, 
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in our case, occlusion of several of the arteries 
coming off the arch of the aorta can be assumed. 
Leukocytosis and fever occur as the process 
continues to the point of necrosis, absorption, 
etc. In this case, there was fever but I believe 
it is more likely due to central nervous system 
irritation than to development of a necrotic 
process. Terminus is usually by hemorrhage 
into the pericardium, mediastinum, or the ab- 
dominal cavity. A diastolic murmur at the 
aortic area occurs as the result of distortion of 
the aortic ring by dissection at the root of the 
aorta. We have this type of murmur described 
in our protocol although it was not noted at the 
time of the patient’s original hospital study four 
years before his death. The process of dissection 
in these aneurisms may vary. In some cases, it 
may involve the entire extent of the aorta to the 
bifurcation of the abdominal aorta; in others, a 
short distance of burrowing may occur before 
the process breaks through the outer layers of 
the aorta to produce perforation and sudden 
death. Coarctation of the aorta is commonly 
associated with dissecting aneurism. In this 
instance, we have no x-ray or other evi- 
dence that such a condition did exist. If so, 
it might explain very well the localization of the 
tear in the aorta. One author recently has stated 
that dissecting aneurism rivals syphilis in the 
number of disease entities which it can simulate 
clinically. The most often confused diagnosis 
is coronary thrombosis. It also has been con- 
fused with cerebro-vascular accident, mediastinal 
tumors, perforated abdominal viscera, etc. The 
pain of dissecting aneurism typically very close- 
ly simulates that of myocardial thrombosis. It 
is frequently described as tearing or crushing 
and, sometimes, as constrictive. The simularity 
in the pain of the two conditions is under- 
standable inasmuch as a ruptured dissecting 
aneurism usually begins in the ascending part 
of the aorta and the pain fibres to this structure 
take the same course through essentially the 
same nerve roots as those which convey the 
pain fibers from the heart. Less frequently the 
pain is réferred-to the shoulders and the back. 
In our case, I believe it is conceivable that 
“grandpa” may have had considerable pain in 
his back or between his shoulder blades without 
conveying this information to anyone around 
him. It might very well be there was nobody 
around to talk to — or maybe he was in a state 
of senile depression and didn’t want to talk 
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anyway. 

My diagnosis, therefore, will remain, dissect- 
ing aneurism involving the root and arch of 
the aorta resulting in critical brain starvation 
by interruption of blood supply to the brain 
stem area. 

DIFFERENTIAL DIAGNOSIS 

Dr. Charles S. Kubik; This elderly man, 
who had had a moderate degree of hypertension, 
suddenly became unconscious and remained 
unresponsive throughout the hospital course. He 
was in a state of decerebrate rigidity. A question 
of anuria also comes up, but I cannot be sure 
about that. Was the patient catheterized? Was 
any urine obtained except for the specimen on 
admission? 

Dr. Robert E. Scully; There was just one 
urine examination; no mention is made in the 
record of the urinary output during the hospital 
course. Can anyone give us any information 
about the urinary output? 

Dr. Max Rukes; The patient was catheter- 
ized when he was in the Emergency Ward; a 
considerable quantity of urine was present, but 
I do not know whether it was formed before 
or after the episode that brought him to the 
hospital. 

Dr. Kubik; The spinal reflexes — that is, the 
tendon reflexes — and also the plantar reflexes 
were present and there was some reflex activity 
from the brain stem. The patient swallowed — 
I suppose that is or was reflex swallowing; the 
corneal reflexes were present, and there were 
some rolling movements of the eyes and occa- 
sional blinking. Thus, there were no obvious in- 
dications of a lower-motor-neuron paralysis at 
any level. Because the onset was so sudden, this 
must have been a vascular condition of some 
kind, and diagnosis and localization must be 
considered from a vascular as well as a neuro- 
logic point of view. 

The character of the onset and the symptoms 
themselves, would, I believe, be consistent with 
infarction of the brain stem and perhaps of the 
hypo-thalamus and optic thalamus, resulting 
from an occlusion of the basilar artery. That 
would account for loss of consciousness, pin- 
point pupils decerebrate rigidity and extensor 
plantar reflexes. Furthermore, pulsation was ab- 
sent not only in the right carotid artery but also 
in the vessels of the extremities. That leads me 
to consider an occlusion in the innominate ar- 
tery, blocking off the circulation in the brachial, 
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vertebral and common carotid arteries, as the 
next explanation for the cerebral symptoms. 
That would not account for all the symptoms 
that this patient had. When the common carotid 
artery is occluded, as a rule the infarction is 
limited to the distribution of the middle cerebral 
artery because of the collateral circulation 
through the other internal carotid artery and 
anterior communicating artery. Occlusion of the 
vertebral artery may result in comparatively 
little disturbance because of the collateral cir- 
culation through the opposite vertebral and the 
internal carotid arteries. In the case under dis- 
cussion collateral circulation would have been 
restricted to the left internal carotid arteries. 
In the case under discussion collateral circula- 
tion would have been restricted to the left 
internal carotid artery, which did pulsate. But 
this patient had pronounced atherosclerosis, 
calcification of the aorta and a cerebrovascular 
accident two years before admission he may 
have had others — so that some of the arteries 
that would normally have provided a collateral 
supply of blood may have been occluded. There 
is also the possibility of anatomic variations, 
which are not at all uncommon. There may be 


only one vertebral artery or one normal-sized 
vessel and one very small one. The anterior 
communicating artery may be quite small and, 


when artherosclerotic, may be incompetent; 
sometimes, both anterior cerebral arteries arise 
from a single branch of one internal carotid 
artery. 

Because of the small pupils, the sudden onset 
of pronounced coma and the decerebrate rigid- 
ity, I think that the circulatory disturbance must 
have involved the brain stem, whatever other 
pathologic process may have occurred. Exten- 
sive infarction in both cerebral hemispheres 
might result in decerebrate rigidity although I 
have never seen it. It does occur with cerebral 
hemorrhages and with severe head injury and 
was observed not long ago in a patient with 
anoxia resulting from an anesthesia accident. 

What was the nature of the lesion? I believe 
one has to consider only three possibilities; 
thrombosis, embolism and dissecting aneurism. 
Dissecting aneurism has to be given serious 
consideration because of the absence of pulsa- 
tion in the extremities, and yet it is hard to fit 
it in with the onset. Sudden loss of conscious- 
ness might take place if the dissection began 
near the origin of the innominate artery and 
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immediately resulted in its occlusion, but I 
should have expected the onset to have been 
more gradual and to begin, as it usually does, 
with severe pain as the initial symptom. If there 
was anuria, that would tend to confirm the diag- 
nosis, with dissection extending downward and 
blocking off the renal arteries. The circulation 
to the legs was not completely shut off because 
the ankle jerks were still present. In a number 
of patients with dissecting aneurisms- without 
involvement of cerebral circulation, there has 
been complete motor and sensory paralysis in 
the legs because of the peripheral ischemia. 
Anotherthing suggestive of a dissecting aneurism 
was the systolic aortic and early diastolic mur- 
mur to the left of the sternum although the 
systolic aortic murmur was present during the 
previous episode two or three years before 
entry. 

Embolism would fit in best with the instan- 
taneous loss of consciousness, but there was 
nothing suggestive of auricular fibrillation, myo- 
cardial infarction or any other source of emboli. 

Can thrombosis be ruled out? There was 
marked atherosclerosis, and the onset of symp- 
toms with thrombosis may be just as abrupt as 
with embolism; the thrombus may form gradu- 
ally for a period and may not produce symp- 
toms until the vessel suddenly becomes fully 
occluded. 

I though when I went over the case report 
the first time that the absence of pain and the 
immediate loss of consciousness probably ruled 
out a dissecting aneurism, but other features 
of the case may outweigh that consideration, 
particularly if there was a suppression of urine. 
I shall put that down as the first choice, although 
I am not too well satisfied with it, and thrombo- 
sis as the second choice. 

Dr. Rukes; Even though the patient had no 
urinary output, could you attribute that to a 
dissecting aneurism? The patient was in shock, 
had no blood pressure in the arms or legs and 
probably had renal shutdown. 

Dr. Kubik; If there was no urinary output, 
it would fit in with dissecting aneurism. We 
have had a large number of dissecting aneurism. 
We have had a large number of dissecting 
aneurisms, many of which have been discussed 
in these conferences, and cerebral complications 
are not very common but do occur. I do not 
recall a single case in which pain was not the 
initial symptom and a very prominent one. The 
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absence of pain and the sudden loss of con- 
sciousness would ordinarily rule out a dissecting 
aneurism. 

Dr. Laurence Barrows; 
site for thrombosis? 

Dr. Kubik; No; but I suppose it could occur 
there. 


Is this a prominent 


CLINICAL DIAGNOSIS 
Embolus to right carotid artery. 
DR. CHARLES S. KUBIK’S DIAGNOSIS 
Dissecting aneurism of aorta, with occlusion 
of innominate arter. 
ANATOMICAL DIAGNOSIS 
Dissecting aneurism of aorta and of innomin- 
ate and right common carotid arteries, with 
occlusion of innominate artery and rupture 
into pedicardial cavity. 
Hemopericardium. 
Cardiac hypertrophy, hypertensive type. 
Cerebral arteriosclerosis. 
Cerebral infarcts, old. 
Nephrosclerosis. 
PATHOLOGICAL DISCUSSION 
Dr. Scully; At post-mortem examination, the 
pericardial cavity contained 100 cc. of clotted 
blood. The adventitial surfaces of the great 
vessels within the pericardium were hemor- 
rhagic, suggesting at once a leaking dissecting 
aneurysm. The aorta disclosed, 5 cm. above the 
aortic valve, a spiral intimal tear that almost 
encircled the vessel; the tear communicated 
with a hematoma in the wall that dissected 
downward to the level of the coronary orifices 
and upward into the arch along the entire 
extent of the innominate artery, and for about 
2.5 cm. into the right common carotid artery. 
A portion of the innominate artery was com- 
pletely occluded. The dissection did not extend 
into the arch beyond the origin of the innomin- 
ate artery. 
Microscopically, the aorta and innominate 
artery showed the characteristic degenerative 
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change of the media known as idiopathic cystic 
necrosis. 

The heart was hypertrophied, weighing 550 
gm.; it was a typical hypertensive heart. The 
kidneys showed moderate nephrosclerosis, and 
the lungs slight to moderate edema. The re- 
mainder of the disease was in the central 
nervous system, and Dr. Richardson will tell us 
about that. 

Dr. Edward P. Richardson, Jr.; The right 
common carotid artery above the point of oc- 
clusion by the dissection was patent, as was 
the right internal carotid artery. The left com- 
mon and internal carotid arteries and both 
vertebral arteries were likewise found to be 
patent. The large arteries at the base of the 
brain contained many large atherosclerotic 
plaques, which greatly narrowed the lumen, 
but no total occlusion was found. 

Examination of the brain disclosed a small 
cavity in the posterior limb of the internal 
capsule on the left side, entirely consistent with 
an old healed infarct. This lesion undoubtedly 
gave rise to the patient’s residual weakness in 
the right leg. Since the patient survived only a 
few hours after the terminal episode, the other 
changes in the brain were less clearly visible. 
We did find small scattered areas of softening 
in the cerebral cortex bilaterally, and bilateral 
softening of the globus pallidus. Microscopical 
sections of such areas showed ischemic changes 
in the nerve cells, but no glial reaction. Much 
of the brain was of normal appearance. Un- 
doubtedly, the impairment of function of both 
cerebral hemispheres was far greater than is 
demonstrable anatomacally. We have evidence, 
as shown by the old lesion, that the circulation 
to the left cerebral hemisphere was already 
impaired. Apparently, the complete shutting off 
of the carotid blood supply on the right side 
was enough to produce ischemia of both cerebral 
hemispheres. No lesions were found in the 
brain stem and cerebellum. 
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SMOOTHAGE ACTION IN CONSTIPATION 


Roentgenographic pattern of colon mass propulsion:\ 


(1) Ascending colon filled. 

(2) Unsegmented mass propelled through 
transverse colon. 

(3) Propulsive force follows mass through 
descending colon. 

(4 Pelvic colon reservoir filled. 


Reestablishing Bowel Reflexes with Metamucil® 


Nervous fatigue, tension, injudicious diet, failure to establish regularity, too little 
exercise, excessive use of cathartics—all factors which contribute to constipation.’ 


Sufficient bulk and sufficient fluid form the basic 
rationale of treatment of constipation. Metamucil 
(the mucilloid of Plantago ovata) produces a bland, 
smooth bulk when mixed with the intestinal con- 
tents. This bulk, through its mass alone, stimulates 
the peristaltic reflex and thus initiates the desire to 
evacuate, even in patients in whom postoperative 
hesitancy exists. 

Correction of constipation logically, therefore, 
lies in the suitable adjustment of such factors as 
nervous fatigue and tension, improper intake of 
fluid, improper dietary habits, failure to respond to 
the call to stool, lack of physical exercise and abuse 
of the intestinal tract through excessive use of 
laxatives.” 

The characteristics of Metamucil permit the cor- 
rection of most of these factors: it provides bulk; 
it demands adequate intake of fluids (one glass with 
Metamucil powder, one glass after each dose); it 
increases the physiologic demand to evacuate; and 


it does not establish a laxative “habit.” Metamucil, 
in addition, is inert, and also nonirritating and non- 
allergenic. 

The average adult dose is one rounded teaspoon- 
ful of Metamucil powder in a glass of cool water, 
milk or fruit juice, followed by an additional glass 
of fluid if indicated. 

Metamucil is the highly refined mucilloid of 
Plantago ovata (50%), a seed of the psyllium 
group, combined with dextrose (50%) as a dis- 
persing agent. It is supplied in containers of one 
pound —also four ounces and eight ounces. G. D. 
Searle & Co., Research in the Service of Medicine. 


a Fl 

1. Best, C. H., and Taylor, N.B.: The Physiological Basis of 
Medical Practice: A Text in Applied Physiology, ed. 5, Balti- 
more, The Williams & Wilkins Company, 1950, pp. 579-583. 
2. Bargen, J. A.: A Method of Improving Function of the 
Bowel, Gastroenterology /3:275 (Oct.) 1949. 
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‘Your 
State Medical Ye 


e oee 
‘Fhe ibwater Part Of April 


TS his page today is to venntiad you to nears 





your calendars, and to set time aside for a very 
interesting meeting that will be held in Chand- 
ler, Arizona on April 25, 26, 27, 28, 1956. 
“Your program chairman, Dr. A. F “Podol- 
shy, has arranged an excellent series of papers 
that will be of great interest to specialists and 


general practitioners alihe. 


Mark this time off now, and make your 
plans for a wonderful 1956 meeting. 


Harry é. Shompson, M. a | 
President, atbvizens 
Medical dE neclation 
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CONTRIBUTORS 


The Editor sincerely 
articles for publication in *IRIZONA” MEDICINE, ie = 
contributions are greatly appreciated. All will be given equal 
consideration 

Certain general rules must bo Seinwed. however, and the 
Editor therefore respectfully su its followin: ggestions 
to authors and contributors =” 

1. Follow the general rules of good English, especially with 
= lling, and ctuation. 


followed y Se oo OF val rules of medica ME 
ASSOCIATIO ’ MEDICAL 
3. Be biel « even while being thorough and complete. Avetd Avoid 
unnecessary words. Try to limit the article to 
4. eed and re-read the man pa pen several times to = 
rect i gockiy for spelling and punctua 
5. ‘Sub n ~g- Boy on double-spaced. 
6. Articles for publication should have been read before 
a ———— body, e.g., a — meeting, or a 
COThe Editor is cies cond willie and ha 
io a ae ~ ys y g, ppy to help 

















EDITORIAL 
DOCTORS OF ARIZONA. THIS IS MEANT 
FOR YOU PERSONALLY. 


Do YOU know that the doctors of these United 
States again find themselves in an offensive 
action against the entrenched echelons in big 
government and in the legislative halls of this 
nation, where the battle ground is more and 
more Social Security? Consider the implications 
in HR-7225, passed by the House so precipi- 
tously last July, and now pending in the Senate. 

The practice of medicine as we enjoy it 
today under the “free enterprise system,” was 
threatened in the late forties and early fifties 
by the “Big Bertha Guns,” three in number, 
and generaled by Messrs. Wagner, Murray and 
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Dingell. From the rear flanks were two United 
States Presidents and the director of the De- 
partment of Health, Education and Welfare, 
shooting the bazookas. These forces were sound- 
ly beaten by an aggressive American Medical 
Profession who spearheaded a direct frontal 
attack, with the assistance of hundreds of other 
organizations. 

During the intervening yéars since the first 
Social Security Law was enacted in 1935, a 
more subtle approach toward the nationalization 
of medicine has been under way. Flank attacks 
have been made in legislative halls, from this 
direction and that, by the enactment of more 
and more amendments to the original Social 
Security Act. The bombardments have become 
more and more intensified by those who would 
place the practice of medicine under the control 
of big government since the defeats of the 
Wagner-Murray-Dingell bills. The first of these, 
the “Disability Freeze” enacted in 1954, and 
now the full-blown HR-7225. 

These amendments have one objective in com- 
mon:— the conversion of the practice of med- 
icine into a federal function, and there you 
have it — Socialized or Nationalized Medicine, 
whichever term you wish to use. 

These theories, these amendments, in part, 
are based upon the pronouncements of the 
International Labor Organization, whose gospel 
adopted over and over again during their con- 
ventions, is to preach, then to legislate the 
adoption of more and more social security, and 
socialized medicine, among other things, into 
every land, and upon a sympathetic catch 
phrase for the American people as something 
distributing the “ultimate good for the most 
people.” This ballyhoo has a tremendous politi- 
cally tenable theme song for our legislators who 
think they dare not vote against these schemes, 
and still retain their seat in Congress at the 
next election. 

It seems to the advocates of these bills that 
medicine must be relegated to the category of 
a public utility, which cannot be allowed to 
operate unhampered as a private enterprise in 
this nation anymore. Medicine must be brought 
under government control. So when we have 
Social Security and Socialized Medicine, what 
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have we? Socialized government, of course. 

One cannot stress too much how important 
it is for every physician and his patients to 
understand the implications of HR-7225, and 
how the enactment of cash disabilities benefits 
in this law will eventually affect the relation- 
ships of physicians and their patients. We may 
differ in our opinion about the whole Social 
Security program, whether it is morally or bas- 
ically wrong, whether it is actuarially unsound, 
or fraudulent, or because it functions the only 
way it can, and that is, under socialistic com- 
pulsion. We doctors feel that no further amend- 
ments should be tacked onto this Act until a 
thoro investigation of the present law is made. 
This has never been done by any direct action 
of Congress, and a method to accomplish this 
purpose is suggested in the recent actions taken 
by the A.M.A. House of Delegates in Boston 
recently. 

We doctors feel that we must oppose every 
attempt to extend or expand Social Security 
because every addition means either more taxes 
from present contributors, or more taxpayers 
forced into the system, and compelled to pay 
more and more taxes for uncertain and un- 
secured so-called benefits. True, past extensions 
and expansions with more taxes have saved 
Social Security scheme from exploding in the 
faces of the gullible American people, and 
probably avoided what would have been a 
necessary abandonment of the whole affair. 
Therefore, HR-7225 must be vigorously opposed 
and an honest effort expended to defeat it in 
the Senate Finance Committee, where hearings 
are being held, or on the Senate Floor if it is 
reported out of the Committee. 

Enactment of cash payments for disabled 
persons of age 50 and over, to receive social 
security “benefits” not now available until age 
65, would require physicians to practice social- 
ized medicine because their determination of 
disability would be under the regulation, control 
and pay of the federal government. Also, enact- 
ment of this section of HR-7225 would establish 
the operative machinery for dispensing all med- 
ical care to all citizens under the regulations 
and control of the federal government, by more 
and more additions in the years to come. Further 
intrusion of the federal government into the 
health field would constitute the largest single 
steps towards overall socialization of medical 
care taken to date. 
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HR-7225 is a sinister plan, with menacing 
implications on the horizon of quality medical 
care and medical freedom. It is as dangerous 
as the old Wagner-Murray-Dingell bills, because 
its accomplishment will lead eventually to all 
the regimentation and socialization proposed 
by these bills. You are urged to study HR-7225 
to secure a complete understanding of its future 
implications for yourself and your patients so 
that both of you will be prepared to participate 
in effective opposition. The bill can be defeated 
in only one way, by your letters, phone calls, 
and wires to the Senate Finance Committee, and 
to the two Senators from this state. A few 
hundred examples from physicians who have 
experience in attempting to determine “total 
and permanent disablement” of patients for 
insurance companies or the industrial commis- 
sion will suffice to show these legislators what 
an unholy mess we physicians are going to be 
in; will suffice to cause them to think twice 


before enacting this Law. J. D. H. 


TUBERCULAR OR TUBERCULOUS? 
ONE OF our excellent Arizona physicians who 
treats a great deal of tuberculosis has written 
a letter to the editor expressing his concern at 
the frequent use of the word “tubercular” by 
the daily newspapers and even by many phy- 
sicians, who in the words of our correspondent 
“should know better.” Since our correspondent 
has done some research into the usage of this 
word we quote him still further. 
“The American Illustrated Medical Dic- 
tionary gives the definition of ‘tubercular’ as 
“of, or pertaining to, or resembling tubercles 
or nodules.” The definition of ‘tuberculous’ 
is given as “pertaining to or affected with 
tuberculosis.” Webster’s International Un- 
abridged Dictionary gives the following: 
“The best authorities employ tuberculous for 
qualifying lesions of tuberculosis and _ re- 
strict tubercular to non-specific nodules.” 
“Therefore, in the interests of good usage 
the phrase tubercular patient should be 
tuberculous patient or tuberculosis patient.” 
It seems to us that this is timely and worth- 
while. There are a number of similar usages 
cropping up in our literature which are incorrect 
and many times confusing. An outstanding ex- 
ample in our area is the use of “coccidiosis” for 
“coccidiodosis” or “coccidioidomycosis.” 

Any medical editor with a little encourage- 
ment could cite more. 
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Topics or (acscnt WYyediul INTEREST 


RX., DX., AND DRS. 
By Guillermo Osler, M.D. 


Tas TREMENDOUS grants by the Ford Founda- 
tion were a wonderful gift to the voluntary non- 
profit hospitals. It was a huge chore, but they 
simplified it by choosing all of the hospitals on 
the American Hospital Association’s ‘Adminis- 
trative list.’ They then assigned a sum for each 
hospital, based on the ‘patient day’ and hospital 
‘birth’ information. It amounted to $300 to $500 
per bed ... The hospitals must now present 
their credentials as soon as notified, and give 
preliminary plans for use of the funds. Half of 
the grant will then be paid at once ... The 
grants may not be used for deficits of operating 
expenses, but to improve and extend services to 
the community. This use may include new con- 
struction, additions to personnel, and conduct of 
research .. . If many of the hospitals use the 
money for their part of construction expense it 
could result in an increased request for Hill- 
Burton money from Federal sources . . . Public 
institutions were not included in- the list, and 
neither were strictly private hospitals and sana- 
toria, tho there is a rumor that the latter may 
be considered in the future. 


Alvarez, who would almost seem to have seen 
millions of patients, paradoxically argues in favor 
of FRIENDSHIP with patients. He believes a good 
doctor must have the common touch, and sincerely. 
He pities physicians who cannot or will not share 
the anxieties and sorrows of their patients. He 
treasures the friendships he has made, and the 
letters and cards he still gets from those he has 
known for 30 or 40 vears ... And so do I, doctor, 
and so do most of us. 


This month’s paragraph about a new method 
which might both be used and checked-on con- 
cerns treatment of nosebleed by an intravenous 
estrogen .. . The Premarin people (Ayerst Labr.) 
say that not only does the drug control uterine 
bleeding, but epistaxis, and bleeding from bron- 
chial carcinoma and dental extractions. They 
postulate that it may have other uses in spon- 
taneous bleeding . . . Trimble called attention 
to the helpful but violent effects of IV pituitrin 
for recurrent hemoptyses in tuberculosis. We 
hope that the use of estrogen does not require 
the presence of a bedpan and an emesis basin, 
as does the pituitrin. 


C. D. Leake’s monthly abstracts call attention 
to two items, one clinical and one experimental 
. .. Hoppe and colleaques say (in the Am. Journ. 
Med. Sciences) that FERROUS GLUCONATE is 
the safest and most effective type of iron therapy 


- - « Okamoto tells (in the Tohuku Journal of 
Exper. Med.) that he has obtained SPONTANE- 
OUS DIABETES by successive breeding of alloxan- 
induced diabetes. This would amount to an effect 
on heredity by an effect of environment. 


Le Duc of San Diego reports a surprising item 
about trichomonas infection . .. It is hard to 
clear in the female, with literally hundreds of 
routines being tried . . . It is known to infect 
men, and the therapy has been said to be even 
more helpless . . . He advises suspicion of all 
urethritis in the male. Check the diagnosis by a 
hanging drop from a first-glass specimen for 
trichomonas . . . Then he says “Curative treat- 
ment is readily accomplished by the use of 
urethral instillations of Carbarsone suspension into 
the urethra, using 1 capsule per ounce of distilled 
water” ... He has used the method for the past 
ten years and has found a uniform clearance on 
follow-up exam after treatment twice daily for 
a week. 


Fuller and Castle of Baltimore have analyzed 
the use of METAMINE, a trinitrate salt. They 
find it has more effect per weight than the 
conventional vasodilators, including glyceryl 
trinitrate. It has a prolonged coronary vasodilator 
action, can be given by mouth and parenterally, 
and is effective in preventing angina pain. Intol- 
erance is rare. Side reactions on the skin, blood, 
and G-I tract are rare. There is a scanty and 
relatively small hypotensive effect ... It is worth 
usage and further investigation. (Thos. Leeming 
& Co., Inc., of New York make Metamine.) 


Every now and then there comes along a piece 
of medical reporting (and possibly advertising) 
which delights one’s risibilities. A Mr. Donald 
Cooley publishes a work by Drs. Olmstead, Cas- 
sidy, and Murphy called “Beer as an Adjunct in 
Low Sodium Diets’ . An 1800 calorie diet 
which would contain 250 to 500 mg. of sodium 
can use beer to make up one-third of the calories 
for a total of only 45 mg. of sodium. It has no 
adverse effect on C-V-R function . . . This is the 
first pleasant idea about low salt diets we have 
ever heard, and the payoff is the source of the 
work — Mr. Cooley, et al., are from Milwaukee. 


It was mentioned in this column two years 
ago that a vrobable cause of ‘SWEATY ODOR’ 
was the action of bacteria on apocrine sweat... 
A recent report in the J.A.M.A. by Shelley and 
Cahn of Philadelphia substantiates the theory by 
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\¥; HOSPITAL BENEFIT ASSURANCE 


HOME OFFICE: FIRST STREET AT WILLETTA - PHOENIX, ARIZONA - ALpine 8-4888 
BRANCH OFFICE: 507 VALLEY NATIONAL BUILDING TUCSON, ARIZONA + 3-9421 


DUKE R.GASKINS, M. D. 
Dear Doctor: 


The fee to be charged on surgical operations is something 
that is entirely between the patient and his physician. 





There is no attempt on the part of HBA to set up the HBA 
schedule of fees as the amount to be charged by the doctor. 
The Surgical Bill Form which you fill out advises the 
patient that they should arrange with you for payment of 
any difference in the amount charged by you and that paid 
by HBA. 


We do need the amount of your bill on the Surgical Bill Form 
so that we may pay direct to you rather than to the policy- 
holder. 

Often times patients come in to discuss their bills. The 
HBA staff advises them, if there is an amount above that 
paid by HBA, to pay direct to the physician. 


Very truly yours, 


HOSPITAL BENEFIT ASSURANCE 


Duke R. Gaskins, M. D. 
Medical Director 
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showing that antibiotic creams or lotions pre- 
vented the odor in a high per cent of cases. 
Neomycin was the best, 100% effective, as would 
be expected by other work on the topical use of 
that antibiotic . .. The authors do not mean to 
exclude the currently available aluminum deodor- 
ant materials, which they describe as “highly 
effective” for most individuals . . . The anti- 
biotics were not effective when given orally .. . 
No comment was made about possible local irri- 
tation of the preparations. 


Another author in ‘The Modern Hospital’ journal 
urges that patients be reminded of the equity 
which non-profit hospitals have in the care and 
welfare of the patients. The hospital invests 2 to 
20 dollars per day in the patient, and he should 
know it . . . Hospital employees should remember 
it. The hospital is paying to get the patient well. 


A Mr. Horwitz, trustee of a Cleveland hospital, 
suggests that we quit moaning about NURSING 
SHORTAGES, and trying inefficient expedients. 
Just WRITE TO YOUR CONGRESSMAN ... 
Enough beer and bubble-gum are available, but 
they are produced by private enterprise for profit. 
The nursing profession has grown up under the 
aegis of the non-profit, tax exempt, deficit financ- 
ing system, and the supply of nurses is short... 
He agrees that Congresswoman Frances Bolton 
has a fine idea. No one else can arrive at a 
solution: The Congress should act as an impartial 
outside agent to help the public welfare by exam- 
ining the situation and coming up with a way 
to get more nurses ... So, just write to your 
congressman woman. 
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An Italian hospital examined more than 600 
patients with asthma to find out what per cent 
was sensitive to drugs. About 8.4% of the patients 
were reactive to some drug, and 3.7% were allergic 
to aspirin .. . None of the patients had drug 
allergy as primary cause of the asthma. 


The Bulletin of the Nat'l. TB Ass’n. has several 
hard-hitting articles by several prominent special- 
ists . . . Hinshaw of San Francisco says that 
TB NOW IS A DIFFERENT DISEASE because 
we have potent weapons against it. The positive 
sputum case should be found, persuaded to accept 
care, treated until the process is complete, and 
‘detained’ if there is a refusal. It will become a 
crime for an infectious person to be at large. 
Persons who evade medical care can often be 
recognized by x-ray; they are usually the chronics 
and the relapsers .. . Dr. Edna Jones of Detroit 
not only uses CHEMOTHERAPY (INH-PAS) for 
children whose tuberculin tests have recently 
converted to positive, but to any child with recent 
exposure to TB, whether positive or negative by 
skin-test . . . Dr. Daniel Zahn of Seattle attacks 
"HOME CARE’ of TB. Ninety-five per cent of the 
positive sputum cases in his city are hospitalized, 
since early care requires isolation, and the best 
results come from hospitalization .. . John O’Con- 
nor of Shelton, Conn., urges that the future care 
of TB patients will require a special knowledge 
of GERIATRICS. The older cases are being found 
more slowly, and it is a weakness in present day 
case-finding. Fifteen vears ago 52% of his hospitals 
admissions were under 30 years of age, and 6% 
were over 60. Recently only 23% were under 30, 
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‘Hydrospray’ ..22*.. 


(HYDROCORTONE® WITH PROPADRINE® AND NEOMYCIN) 


Anti-inflammatory— 
Decongestant—Antibacterial 


MAJOR ADVANTAGES: New synergistic anti-inflammatory, decongestant 
and antibacterial formula. High steroid content assures effective response. 


Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afiord a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. Hypro- 
SPRAY provides HYDROCORTONE in a concentra- 
tion of 0.1% plus a safe but potent decongestant, 

PADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and patholoric manifestations of 
nasal allerzies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis, 


SUPPLIED: In squeezable plastic spray bottles 
containing 15 cc. HyDROSPRAY, each cc. sup- 
plying 1 mg. of Hyprocortone, 15 ~, of 

PADRINE Hydrochloride and 5 mg. cf Neo- 
mycin Sulfate (equivalent to 8.5 mg. of neo- 
mycin base), 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 


REFERENCE: 1. Silcox, L. E., A.M.A, Arch. Otolaryng. 60:431, Oct. 1954, 
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WHAT IS YOUR SCORE? 


Test your knowledge of Arizona's health laws 
by this Quiz prepared at our request by Dr. 
C. G. Salsbury, Commissioner of the Arizona 
State Dept. of Health. Answers on page 81 — ed. 


I. Venereal Diseases — General 


A. 


Which of the following diseases are de- 
fined by law as dangerous communicable 
venereal diseases? (1) Syphilis; (2) Gon- 
orrhea; (3) Chancroid; (4) Lymphogranulo- 
ma venereum; (5- Granuloma inguinale. 


. The law requires that every practicing 


physician give notice in writing of every 
case of venereal disease under his pro- 
fessional observation within: (1) immedi- 
ately; (2) 48 hours; (3) one week; (4) one 
month. 


. In counties and districts having full-time 


health officers, reports shall be made to 
the full-time health officer. In cities and 
counties without full-time health officers, 
reports shall be made to: (1) county 
clerk; (2) Arizona State Department of 
Health; (3) nearest health department. 


. The primary responsibility for identifying 


and bringing under treatment the probable 
source of the patient’s infection and other 
exposed persons is with the: (1) local 
health department; (2) the patient; (3) the 
physician treating the case. 


. If a patient or contact refuses to co-operate 


or undergo examination, the physician 
shall: (1) notify the appropriate health 
authority; (2) notify the police department; 
(3) do nothing further. 


. A person afflicted with a venereal disease 


in a communicable stage may not work 
in an establishment where food or drink 
is prepared, bottled, packed, manufactured, 
offered for sale or sold. True... False.... 


II. Venereal Disease — Prenatal Physical Exam- 
ination Law.. 


A. 


Any physician attending a pregnant wo- 
man for conditions relating to her preg- 
nancy shall during the period of gestation 
and at the time of first examination: (1) 
take a blood sample only at patient's re- 
quest; (2) be required by law to take a 
standard serologic test for syphilis; (3) tell 
the patient to get a blood test sample after 
delivery. 


. Upon finding a positive serologic test taken 


from a woman in pregnancy, the attending 
physician shall determine whether syphi- 


litic infection exists and (1) refuse to treat 
the patient unless her husband also re- 
ceives treatment; (2) treat or make an 
effort to treat the patient before the fifth 
month of gestation; (3) start a series of 
Rx giving one shot of penicillin immediate- 
ly and the remaining therapy after de- 
livery. 

. Birth and stillbirth reports must state: 
(1)nothing concerning a blood sample 
taken; (2) the name and place of laboratory 
doing the serologic tests; (3) whether or 
not a blood test was made and the approxi- 
mate date the specimen was taken. 

. Blood samples must be sent to a laboratory 
approved by the State Board of Health 
and these tests are made without charge. 
True... False. ... 

III. Venereal Disease Control Laws. 

A. A person with an infectious or contagious 
disease, known to the local health board, 
can be (1) removed from the state; (2) 
forced into a penal institution; (3) put 
into strict quarantine; (4) left alone if no 
more infectious persons are reported. 

B. Any person who secretes himself or others, 
known to have a contagious or infectious 
disease, or any member of the Board of 
Health who shall neglect to perform: his 
duty or neglects or refuses to conform to 
the directions or instructions of health 
boards shall: (1) be guilty of a misde- 
meanor; (2) shall be punished by a fine of 
not les sthan $10 or more than $50; (3) may 
be punished by imprisonment in the county 
jail not exceeding 30 days; (4) if a physi- 
cian, have his license revoked; (5) all of 
them. 

. Any person who shall receive money or 
other valuable things for procuring or 
placing in a house of prostitution any 
female and cause her to cohabit with male 
persons shall be: (1) guilty of a felony 
and be imprisoned; (2) fined and made to 
pay the fine for the female; (3) turned 
loose, but the female fined. 


11TH NATIONAL CONFERENCE ON 
RURAL HEALTH SCHEDULED 
The llth National Conference on Rural 
Health, featuring the theme “Your Doctor and 
You,” will be held at the Multnomah Hotel 
Portland, Oregon, March 8-10. 
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REPORT OF THE CONFERENCE OF 
MENTAL HEALTH 
REPRESENTATIVES OF STATE 
MEDICAL ASSOCIATIONS 
AMA HEADQUARTERS, CHICAGO 
HELD NOVEMBER, 1955 


‘Tes MEETING, the second annual conference 
of its type, was well-attended by delegates of 
approximately 30 states as well as by numerous 
other individuals interested in mental health 
problems. Preliminary addresses were given by 
Dr. Leo Bartemeier, chairman of the AMA 
Council on Mental Health, Dr. George Lowe, 
secretary and general manager of the AMA, 
and Dr. Elmer Hess, president of the AMA. 

Following is a brief summary of those pro- 
ceedings which are considered to be of interest 
to general practitioners and specialists in psy- 
chiatry, as well as specialists in other fields: 
NARCOTICS PROBLEM 

This subject was introduced by papers read 
by Dr. Robert H. Felix and Dr. Harris Isbell. 

Dr. Felix discussed the Harrison Act, its 
history and its defects. He pointed out that this 
law leaves the addict with a choice between 
crime on the one hand, and abstinence on the 
other hand. 

There followed a summary of the AMA’s atti- 
tudes toward addiction since the early part of 
the twentieth century, culminating in the pres- 
ent policy. The AMA continues to oppose ambu- 
latory treatment. Two federal institutions for 
the care of addicts have been inaugurated. 
Follow-up after-treatment is still being strongly 
recommended. The greatest stress at the present 
time is being placed upon the study and treat- 
ment of underlying causes, physiological and 
psychological. “Emotional reintegration” is be- 
ing emphasized. 

The New York Academy of Medicine empha- 
sizes the fact that the addict is sick, not criminal, 
and encourages therapy with minimal drugs, 
educational programs and more research. Con- 
cerning the educational problem, opinion is 


divided. Some authorities feel that discussion - 


of narcotics addiction in schools is likely to 
stimulate interest and attention. 

Only 10% of narcotics is used medically! 

Dr. Isbell defines addiction as:— primarily a 
psychiatric problem complicated by socio-eco- 
nomic and pharmacological factors. Of these, 
only the latter are easily managed. 
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He described the treatment of narcotic addicts 
at the institution at Lexington, Kentucky. The 
first step, detoxification or withdrawal, is the 
only relatively easy one. The withdrawal syn- 
drome is, he pointed out ,self-limited and never 
fatal. Replacement drugs are not absolutely 
essential. 

Further steps consist of: 

Physicial rehabilitation. 

Vocational rehabilitation. 

Psychiatric rehabilitation. 

Preparation for discharge. 

Post-institutional treatment. The inadequacy 
of facilities for the latter was pointed out. 

The average stay of patients ranges from 
30 to 155 days. 

Results: Approximately 15% of the addicts 
abstain for a period of one year. Another 15% 
abstain after a second or third period of hospi- 
talization. 

There followed some general discussion of 
research progress in drug effects, bio-chemistry, 
pharmacology, neurophysiology and psychiatric 
aspects. Concerning the latter, it was pointed 
out that relief from “physical dependence” (pain, 
hunger, thirst, sex) is not merely a negative 
reaction but is pleasurable. When addiction oc- 
curs, an artificial biological need, which over- 
rides other motivations and is easily satisfied, 
has been created. Dependence is important in 
relapse. The former addict, motivated toward 
regression and away from stressful stimuli, re- 
sumes the use of his drug. 

Concerning pharmacology, Dr. Isbell stated 
that it is not expected that a non-addictive 
analgesic or sedative drug will be found! There 
are now considered to be five chemical classes 
of such drugs, including barbiturates and: other 
synthetics. 

A legal point: 


It was suggested that it would 
be advisable to implement the law’s provisions 
by stating that any drug having the “addiction 
forming” or “addiction sustaining” properties 
of either morphine or codeine can be legally 


declared an “opiate.” 
oO ° ° 


INTEGRATION OF MENTAL ILLNESS AND 
MENTAL HOSPITALS WITHIN THE TOTAL 
MEDICAL COMMUNITY 

Dr. Walter Barton of the Boston Psychopathic 
Hospital presented a paper which reiterated 
some of the well-known statistics. 800.000 hos- 
pital beds (more than half of all hospital beds) 
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are occupied by mental patients. 98% of mental 
patients are in public institutions. Of new ad- 
missions, a higher percentage is made up of 
senile and cerebral-arteriosclerotic patients than 
of schizophrenics. This is the reverse of the 
previous ratio. The population increase in the 
United States during the past 10 years is 20%. 
The population increase of state hospitals dur- 
ing the same period is 44%. It was mentioned 
that nationally 40% of patients admitted to 
state hospitals are discharged within 5 years. 
In the Boston Psychopathic Hospital, 80% of 
the patients are discharged within 1 year. 

The need for facilities for extramural treat- 
ment as well as intramural hospital treatment 
was emphasized. The hospital’s responsibility 
for fostering ‘external relations” with the pa- 
tient, the patient’s family, the patient’s physician, 
local welfare and health agencies, both private 
and public, and with the public in general, 
was stressed. 

The medical profession’s responsibility toward 
the growing mental hygiene needs of the public 
was cited. The general practicing physician 
needs to continue to develop and cultivate skill 
in interviewing and exploring, and in counselling 
and guiding his patients. The physician should 
aid the patient in learning to use his own re- 
sources. The physician must perpetually remind 
himself that he is treating a total patient or 
“whole organism,” and therefore seek to ascer- 
tain the emotional concommitants or compli- 
cations of illnesses. 

The close liaison which the Boston Psycho- 
pathic Hospital maintains with the general prac- 
titioners and specialists of medicine on the 
outside would appear to be exceptional. This 
hospital has various in-hospital services on 
which physicians of the community serve in 
the identical manner in which they serve on 
the staffs of the general hospitals, such as the 
county hospitals. 

Another feature of the Boston Psychopathic 
Hospital is its intimate liaison with service or- 
ganizations. The hospital obtains help and co- 


operation from 146 local and state organizations.: 


Concerning out-patient facilities, it was 
stressed that the state hospital and the family 
physician of the patient should work coopera- 
tively. To this end, it is routine to send a note, 
at the time of the patient’s discharge from the 
hospital, not only to the judge who committed 
the patient and to the appropriate social agen- 
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cies, but also a note to the family doctor. This 
note includes a dynamic formulation of the 
patient’s illness, as well as diagnosis, prognosis 


and recommendations. 
o o o 


RELATIONS BETWEEN PHYSICIANS AND 
CLINICAL PSYCHOLOGISTS 

This matter concerned itself chiefly with 
discussion of policy regarding licensing or cer- 
tification by legislative acts, of clinical psycholo- 
gists. The topic has particular interest to 
Arizonans in that there is as yet no state legisla- 
tion of this type. Therefore, we here can start 
with a clean slate. The need for some regulation 
and legislation has been recognized, and both 
the medical and psychological men have been 
wrestling with the problem for several years. 

The conflicting viewpoints on the subject of 
licensing or certification of psychologists be- 
tween the AMA and the APA were discussed 
by Drs. Francis Gerty and Paul Huston, re- 
spectively. There ensued considerable and some- 
what heated discussion. In the end, a sub- 
committee was formed, which immediately met 
in special session and came up with resolutions 
which were to be submitted to the AMA for 
official approval. 

The essential features of these resolutions are: 
That the AMA go on record as approving 
certification (not licensing) for psychologists. 
That such certification laws include a 
“disclaimer” clause which is specifically to 
state that nothing in the act shall be con- 
strued as giving psychologists the right to 
practice medicine. 

It is further recommended that such certifi- 
cation laws omit definition of the duties or 
activities of psychologists, but confine them- 
selves to statements of the qualifications 
and requirements a psychologist must have 
in order to be certified. 

It was suggested that those states which 
now have no laws concerning psychologists 
attempt to model their certification bill 
along the lines of the New Jersey bill. 

We hope that the AMA will approve these 
resolutions so that we may go ahead with 
appropriate local legislative plans. The reput- 
able psychologists of Arizona have been ex- 
tremely patient and cooperative. It will be 
gratifying to be able to encourage their efforts 
at taking concrete steps to formulate local 
standards for certification. 
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ODDITY 

During a period of general discussion of 
numerous topics, a set of resolutions made by 
the State Medical Society of Idaho was pre- 
sented for consideration. 

In essence, it was resolved that physicians in 
state hospitals be placed on a fee basis rather 
than on salaries. That patients in state hospitals 
be required to pay for their care, except in such 
instances where social service investigation 
proved it impossible. 

This brings up the interesting point that all 
physicians working for salaries, other than in 
administrative jobs, are actually considered “un- 
ethical” according to the standards of the AMA. 
There may be a point here somewhere, perhaps 
as sharp as Don Quixote’s lance. 

o o o 
MENTAL HYGIENE CLINICS 

A paper read by Dr. David Slight emphasized 
the need for closer liaison with family doctors 
and even more careful avoidance of interference 
with private practice. He urged that more 
patients be referred back to family physicians. 

The element of “first aid” in mental hygiene 
clinics was emphatically stressed. It seemed the 
concensus that the important thing in a mental 
hygiene clinic was to get the individual on a 
“track” as soon as possible. Early and efficient 
screening was emphasized. The practical ad- 
vantage of devoting time to many “hopeful” 
problems, rather than to a few potentially un- 
rewarding cases, was discussed. 

He also emphasized providing guidance to 
workers and agencies who could then more 
usefully counsel the patients. He felt that many 
cases of emotional maladjustment could be 
adequately handled by the personnel of the 
agencies under the guidance of the psychiatrist. 

Another item stressed in this discussion was 
the necessity for clinics to try to supply social 
resources: workshops, recreational activities, ed- 
ucation and social skills. Patients meeting in 
groups of approximately 6 for periods of about 
2 hours, once or twice weekly, under the super- 


vision of a permissive observer was described 


and recommended. A Myerian point of view, 
insofar as mental hygiene clinics are concerned, 
seemed prevalent. 

Dr. Slight expressed the following admoni- 
tions to psychiatrists in charge of clinics: “Re- 
member you are a physician. Don’t be afraid 
to prescribe for minor ailments, such as rashes, 
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colds, etc. Give the family physician a chance 
to help. Place emphasis on preventive psychi- 
atry, public health and mental hygiene.” 

Finally, but not least, Dr. Slight emphasized 
the need to keep clinics in the status of “com- 
munity clinics” and not county, state or federal. 

oO o o 

The final subject under discussion by the 
group and in particular by Dr. Kenneth E. 
Appel, was the status of the Joint Commission 
on Mental Illness and Health. This is a complex 
organization which will have the assignment 
of carrying out the provisions of the Mental 
Health Study Act of 1955. Thus far, the Com- 


mission is in its formative stages of organization. 
o o oO 


CONCLUSIONS AND COMMENTS 

Pertinence of the above topics for our state 
of Arizona is particularly apparent in several 
instances. 

As to the discussion of integration of state 
hospital and medical community, for instance, 
it appears that the present Arizona State Hospi- 
tal administration is making considerable prog- 
ress in the direction advocated by the discuss- 
ants at Chicago. It is to be hoped that the 
medical society will offer continued encourage- 
ment to the State Hospital in this trend. 

The matter of mental hygiene clinics is a 
subject of particular interest to our communities. 
We have, thus far, no mental hygiene clinics 
other than two, which are confined to child 
guidance. It is to be hoped that these, as pilot 
clinics, will adopt some of the practical philos- 
ophy as outlined by Dr. Slight so that they can 
thereby maintain the public’s interest and ap- 
proval and aid in the general promotion of 
mental hygiene in our community. 

For several years our local psychologists, 
men of responsibility and integrity, have been 
clamoring for certification. The situation in 
Arizona was for a time urgent when the practi- 
tioners of “dianetics” were rampant. No legisla- 
tion was enacted because the AMA and the 
APA were unable to clarify a joint policy. Now 
that this is being done, it is hoped that our local 
psychologists will soon be able to set up, 
through the legislature, standards for certifica- 
tion which will enable them, with the help and 
cooperation of the medical profession, to uphold 
the high level of integrity and ethics to which 
the great majority aspire. 

RICHARD E. H. DUISBERG, M. D. 
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C/iotos from the EDITORS PEN 


Tobacco Research 
The Tobacco Industry Research Committee, comprised of representatives of tobacco 


manufacturers and associations of growers and warehousemen, formed in 1954 to support 
independent scientific research into tobacco use and health, passed the $838,000 mark in 
research grants approved. Independent scientists at cnet hospitals, laboratories and 
medical schools throughout the country are the recipients. A fund of $1,000,000 has been 
established by the Committee which has pledged more support as the need develops. 
Louis J. Regan, M.D., LI. B. (Deceased) 

Doctor Louis J. Regan, 63, a Past-President of the Los Angeles County Medical Asso- 
ciation and for many years its legal counsel, died December 3rd at Santa Monica Hospital. 
He was admitted to the hospital suffering from a heart condition and died ten days com 

Many Arizona physicians will recall Doctor Regan and his factual down-to-earth analysis 
of medical malpractice. He has served medicine well, and we can ill afford to lose men of his 
stature. 


AMA Meetings 
To those of you who may be planning attendance to one or more of the national meet- 


ings of the American Medical Association, here is the schedule. 
Annual Session Clinical Session 
1956 (6/11-15) Chicago, Illinois (11/27-30) Seattle, Washington 
1957 (6/3-7) New York, New York Philadelphia, Pennsylvania 
1959 San Francisco, California Minneapolis, Minnesota 
1958 Atlantic City, New Jersey To be announced 
1960 Chicago, Illinois To be announced 
Social Security Act 
Much will be said in the weeks ahead regarding H. R. 7225, amendments to the Social 
Security Act. AMA wants a thorough non-partisan study of the entire program before 
extending benefits. It is heartening to observe that this wisdom is taking root and being recog- 
nized by others. Recently the Baltimore News-Post in an Editorial concluded: “Social Security, 
as originally envisioned, is a great humanitarian advance. But citizens, for their own protection, 
should let their delegations in Congress know that they do not want its future imperiled to 
serve short-term political ends.” 
Thought-Provoking Words 
AMA President-Elect Dwight H. Murray, speaking before the Eighth National Medical 
Public Relations Conference in Boston had this to say: 
“We should work even harder than before to further improve our relationship with 
the press. We should learn to tell our story in such a way that it is always newsworthy. 
“I think that the key to the way people outside the medical profession regard us is 
the manner in which we regard them — 
“No one is going to give one hoot about the problems of the medical profession if 
we sit on our pedestals waiting for others to come to us. 
“Our training may have bread in us the habit of individual responsibility, but we 
are not the only persons with such training. There are millions of other individuals in 
this country who are just as interested in the promulgation of our free enterprise sys- 
tem as we are. Many of them feel even more strongly about the threat of socialism 
than we do. Whatever political battles the political profession may have won in the 
past were not won by the physicians alone. Victory was achieved only through the 
support of millions of other voters. 
“We talk much about how good medical public relationship begins in each doctor’s 
office. Unfortunately, that’s where most of it also ends. Outside of his office, many a 
doctor shields himself from contact with other citizens like a cloistered nun. He uses 
his wife and children as a buffer between himself and his neighbors. 
“Is it any wonder, then, that we get the feeling so often that nobody understands us 
and our problems? How can they? We never give other people a chance to know 
us. Do we understand our neighbors and the rest of the citizens of our respective 
communities? Hardly. We know their “appendicies and their kidneys and their livers 
and their tonsils, but we don’t know what makes them tick as fellow human beings 
who live and eat and work and play just as we do. If we would but stop and look 
around we would learn that we have many things in common with our neighbors, and 
-they would be very willing to help us with our problems if we would help them 
with theirs.” 
It appears AMA will continue to be in good hands in the New Year. 
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AUTHORITATIVE EXCERPTS FROM 
LEADING MEDICAL JOURNALS 


Syringe Transmission of Infectious 
Hepatitis-Cases increases from 94 to 708. 


“ARIZONA STATE DEPT. OF HEALTH, 1954” 
* * * 


Syringes, needles and any other instruments used for the penetration of the skin should be ster- 
ilized individually, preferably by heat. . . . Sterilization in an oven or preferably by autoclaving 
must be done between every use of these instruments. . . . From Jour. Amr. Med. Assn. Vol. 145, 
Jan.-Apr., 1951. 


Complete bacteriological sterility can be achieved only by sterilization in the autoclave or hot air 
oven. From Brit. Med. Research Council, War Memorandum No. 15. 

The respective resistances to heat of the viruses of serum hepatitis and of poliomyelitis are not too 
dissimilar. From Pediatrics Vo. 7, February, 1951. 


The safest method of sterilizing syringes and needles used for injections is either dry-sterilizing in 
the hot air oven for two hours at 160°C. (320°F.) or autoclaving at a temperature of 120°C. 
(15 to 20 Ib. pressure) for 20 minutes. BOILING IN WATER CANNOT BE RELIED ON TO DESTROY 
SPORES. The hot oil method is not recommended. From Brit. Dental Journ. Vol. 92, April, 1952. 


The significance of adequate sterilization is obvious. This can be accomplished only by dry heat 
sterilization or autoclaving. From New Eng. Jour. Med., July, 1948. 


BE SAFE BE SURE AND USE 


AUTOMATIC SAFE DEPENDABLE 





Dri-Heat STERILIZATION Dri-Heat 








@ SURGICAL INSTRUMENTS Destroys Spore-bearing Bacteria while 


. Saaenie ° aaa Protecting Instruments from Rust and 
SCALPELS Corrosion. 


—— MELAG  “STERIL-MATIC” Dry Heat STERILIZERS 


offer you the following outstanding advantages: 
®@ Uniformity of temperature assured by thermostat and correctly 
distributed tubular heating elements — “No Cold Pockets.” 
@ Reliable in service. The tubular heating elements do not become 
incandescent — they are practically “burn-out proof.” 
Temperature adjustable from 212° to 392°F. 
(100 - 200°C.) 
Short Heating-up Time. Approximately 7 min. to reach 356°F. 
Easy and convenient operation. Thermostat and time switch make 
the sterilizing procedure fully AUTOMATIC if desired. 
Economical because of LOW PURCHASE PRICE and LOW POWER 
CONSUMPTION. Because less heat energy has to be dissipated, 
your office remains cooler!! 
Sterilized instruments can remain in the dry heat sterilizer until 
needed, wrapped in aluminum foil. 
NO RUSTING AND DETERIORATION OF INSTRUMENTS. USES NO 
TYPE 180 WATER. . 
ASK THE MAN WHO OWNS ONE 
Price Ranges from $125.00 to $275.00 — Guaranteed For 5 Years 


WAITT -RANDOLPH 


1714 EAST INDIAN SCHOOL RD. — Phoenix, Arizona — CRestwood 4-4578 
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CIVICS 
Norman Ross, M.D. 


MARICOPA HEART ASSOCIATION 
P. O. Box 2688, Phoenix, Arizona 


Anrzona now has a DIAGNOSTIC HEART 
CENTER which is doing cardiac catheterization 
studies. The Maricopa County Chapter of the 
American Heart Association has furnished most 
of the basic equipment for the St. Luke’s Diag- 
nostic Center and it is their goal to further 
equip this unit to the point of maximum need. 

St. Luke’s Hospital which is specializing in 
cardio-respiratory diseases has provided space 
for the unit and in the near future will build 
another new building to better house this 
diagnostic center. 

The Professional Staff of St. Luke’s Hospital 
has formed, from its members, two complete 
catheterization teams, which have been working 
hard for months to crystallize the many facets 
necessary for such a service. At present the 
case load is greatly limited, but it is expected 
that within a few months they will be able to 
service the needs of Arizona. : 

Capable cardio-vascular surgeons are in this 
area and hence in the near future it will no 
longer be necessary to send cardio-vascular 
surgery out of the state. 

This is a great step forward for the Medical 
Profession in this state and for the needs of 
the people of Arizona. 

oO 


oo oO 


THE SALVATION ARMY 
Captain Victor Newbould, Public Relations 
URGENT!!! 

In 54 communities and from 20 disaster cen- 
ters Salvation Army workers are serving victims 
of the disastrous flood in Northern California 
and Nevada, reports Major Henry Koerner, 
Border Divisional Salvation Army leader. In 
cooperation with Civil Defense and other relief 
agencies, The Salvation Army is clothing and 
feeding thousands of individuals as well as 
providing emergency housing for thousands 
more. The full resources of The Salvation Army 
national disaster bureau have been thrown into 


the area. The Salvation Army Children’s Home 
in the Russian River area, at Lytton, has been 
thrown open to refugees with hundreds being 
crowded into dormitories, gymnasiums and din 
ing halls. 

Mobile canteens manned by Salvation Army 
volunteer workers are touring the levees sur- 
rounding the innundated areas where workers 
have been on duty without so much as time 
for sleep or meals for long periods of time. 

Two hundred trained officers are on round- 
the-clock duty in Northern California directing 
thousands of volunteers in the work of alleviat- 
ing human suffering. Centers now serving in- 
clude Eureka, Reno, Sacramento, Salinas, Wat 
sonville, Santa Cruz, Stockton, Crescent City 
Grass Valley and the Yuba City-Marysville area. 
Tons of clothing and supplies have been for- 


warded from Salvation Army units throughout 
the West. 


Great need exists and The Salvation Army is 
fulfilling its traditional role of “meeting needs 
— at the point of need — at the time of need.” 

o ° oO 
NATIONAL FUND for MEDICAL EDUCAT. 
2 West 46th Street, New York 36, New York 

The $3% to $4 million it is estimated will be 
made available to the 42 privately supported 
medical schools as a result of the $90 million 
endowment gift of the Ford Foundation, was 
hailed by the National Fund for Medical Educa- 
tion as clear recognition of the medical schools 
role as a vital national resource. 

The fact that the Ford endowments are 
specifically aimed “to help strengthen instruc 
tion” underlines the need made clear by the 
National Fund over the past five years - 
namely, that medical education in America ha: 
been critically threatened with stagnation, i! 
not retrogression, in the most important phase 
of producing doctor personnel for the nation 
the quality of their teaching programs. 

Since most of the schools have faced thi: 
dilemma for a decade or more, the Ford endow 
ment income will serve immediately as a fisca 
“shot in the arm” to stem that threat. Providing 
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DAY OR NIGHT 


TWIN-ENGINE AIR-AMBULANCE SERVICE 


Almost any point in Arizona is within one hour of 
Phoenix by our oxygen-equipped air-ambulance. Twin en- 
gine dependability for up to three patients at your service 
no matter what the hour. 


Motor-ambulance service, too, is always instantly available. 


A. L. MOORE & SONS 


MORTUARY 


Alpine 4-4111 — Adams St. at Fourth Ave. 
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Health Needs 
Since 1908 


Phoenix - Globe - Miami - Superior 
Casa Grande - Glendale 


Wickenburg - Tucson 





Equipment Is Sometimes 
No Better Than The 
Follow-up Service Needed. 


WE SERVICE PROPERLY 


KB 


Surgical Supply Co. 





1030 E. McDowell Rd. — AL 3-0624 


PHOENIX, ARIZONA 














Times have Changed 
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the 42 schools an average of $85,000 a year will 
give them a chance to catch up on their teaching 
programs. The additional annual income being 
raised in increasing amounts by the National 
Fund will then be especially realistic in per- 
mitting these schools to maintain teaching qual- 
ity and go ahead in step with the breath-taking 
advances in medical histroy. 

This grant of $90 million should serve as an 
inspiration to the American public, the medical 
profession and business to expand its support 
of the 81 medical schools and thus assure that 
America will maintain its position of world 
leadership in the field of medicine. Only by 
keeping our medical schools financially sound 
can they keep abreast of the rapid advances 
constantly being made in the medical sciences. 

The National Fund for Medical Education is 
a non-profit corporation chartered by Congress 
to seek annual private support for all the 
nation’s medical schools. It was formed under 
the leadership of President Dwight D. Eisen- 
hower, then President of Columbia University; 
former President Herbert Hoover, who is Honor- 
ary Chairman of the Fund’s Board of Trustees; 
Dr. James B. Conant, former President of Har- 
vard University, now U. S. Ambassador to 
West Germany, and other educators, University 
Presidents and business leaders who recognized 
the dangers to national welfare in the medical 
school crisis. S. Sloan Colt, President Bankers 
Trust Company, New York City, is President 
of the Fund. 

In the brief period since organization of the 
Fund, nearly $9 million has been raised from 
industry, the medical profession foundations 


and individuals. 
e o e 


HEALTH INSURANCE .COUNCIL 
James R. Williams, Vice Chairman 
208 South La Salle Street, Chicago 4, Illinois 

We have one copy of the final report of the 
Health Insurance Council on the extent of 
voluntary health insurance in the United States 
as of December 31, 1954. State figures are shown 
for the various forms of health insurance cov- 
erage. 

As with the preliminary report issued in 
August, figures include persons covered by in- 
surance companies, Blue Cross-Blue Shield and 
variously organized independent plans. 


You may contact the above for your copy. 
oO o oO 
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HAWAIIAN 
CENTENARY 


APRIL 22-29, 1956 


Join the Hawaii Medical Association 
in celebrating their 100th Anniver- 
sary. Attend professional meetings 
in the mornings and thrill to Poly- 
nesian feasting and entertainment in 


the evenings. 


One call will take care of it all. 
We'll arrange transportation by air 
or water, take care of hotel reser- 
vations, car rental, convention reser- 
vations, and book sightseeing trips 


for you around the Islands. 


CAHILL WORLD 
TRAVEL SERVICE 


Travel Specialists Since 1944 


Phone AL 3-6157 


1512 N. Central — Phoenix 
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MeKINLEY MEDICAL BUILDIN 


800 North First Avenue at West McKinley, Phoenix, Arizona 
EYE, EAR, NOSE and THROAT GENERAL PRACTICE ORTHOPEDIC SURGERY 
Mayo Robb, M.D. Henry J. J. Steffens, Jr., M.D. W. V. Ergenbright, M.D. 


PEDIATRICS 
GENERAL SURGERY 
GASTROENTEROLOGY H. D. Ketcherside, M.D. Jacob M. Sobol, M.D. 


Joseph Bank, M.D. Samuel Shore, M.D SURGERY and GYNECOLOGY 
hinge A. |. Ramenofsky, M.D. 
GENERAL DENTISTRY OBSTETRICS and PEDIATRICS Robert C. Foreman, M.D., 
Robert Brennan, D.D.S. Fred C. Jordan, Jr., M.D. F.A.C.S. 
OFFICE SPACE AVAILABLE 


HOWARD'S PRESCRIPTION PHARMACY 














NE nee — Z 
Don’t Let Your , a a=, 


Dividends 
Get Away! 


Every dollar saved at First Fed- 
eral by the 10th of the month 
earns dividends from the Ist. 
Twice a year, on June 30 and 
Dec. 31, dividends are figured 
at 3% annually. Then, they are 
automatically added to INSURED 
First Federal Savings accounts. 


Play it smart and you'll net ARIZONA'S LEADING OFFICE 
more dividends at First Federal. 
FURNISHERS AND DESIGNERS 








* as os apie : Established /W/9 
SAVINGS cic OrFILiCEeE EQUIPMENT 
3% PHOENIX * MESA * YUMA 1636 NORTH CENTRAL 
YEARLY FLAGSTAFF © CASA GRANDE (just north of McDowell) 
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Executives of Medical & Dental Finance Bureau are 
Geo. E. Richardson, Pres.; M. D. Gray, Vice-President; 
and Harris Vowles, Office Mgr., Phoenix. 


NEWS ITEM 


Medical Financing Service Celebrates 
Twentieth Anniversary 


= of the Arizona Medical and Dental 
Finance Bureau will want to join us in con- 
gratulating them on the twenty years of service 


they have provided to the doctors and dentists 
of Arizona and to their patients. The company 
was organized in 1936 by George E. Richardson 
who is now president, for the purpose of financ- 
ing medical and hospital bills and enabling peo- 
ple to obtain necessary medical care immediately 
instead of waiting until they had enough money 
saved to pay all their bills. The Bureau's pro- 
posed method of operation was outlined to the 
Marciopa County Medical Society and the Mari- 
cop County Dental Society at the very begin- 
ning and the organization now provides a means 
by which the patient’s account is paid in full 
to the doctor or hospital after a small service fee 
is deducted. and the patient is allowed to pay 
off his obligation in convenient regular pay- 
ments. The services of the company in this 
respect are confined to physicians, dentists, hos- 
pitals and mortuaries. 

The Bureau is an active member of the Na- 
tional Association of Medical and Dental Fi- 
nance Bureaus and its president has served on 
the National Board of Trustees for several years. 

The Bureau is particularly proud that it has 
never been involved in a malpractice suit on any 
accounts financed for its client doctors and we 
sincerely hope that this is a record which will 
continue to be maintained. 
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Private enterprise of this sort no doubt pro- 
vides its part of the answer to socialized medi- 
cine and so long as it is carefully and ethically 
run, deserves the support and commendation of 
the doctors and dentists whom it serves. 

Approved by Arizona Medicine Journal Pub- 
lishing Committee. 





ANNOUNCEMENT OF THE 
VAN METER PRIZE AWARD 


Tax American Goiter Association again offers 
the Van Meter Prize Award of $300.00 and two 
honorable mentions for the best essays sub- 
mitted concerning original work on problems 
related to the thyroid gland. The award will 
be made at the annual meeting of the Associa- 
tion which will be held at the Drake Hotel, Chi- 
cago, Illinois, May 3, 4 and 5, 1956, providing 
essays of sufficient merit are presented in com- 
petition. 

The competing essays may cover either clin- 
ical or research investigations, should not exceed 
3,000 words in length and must be presented in 
English. Duplicate typewritten copies, double 
spaced should be sent to the Secretary, Dr. John 
C. McClintock, 149% Washington Avenue, Al- 
bany, New York. The committee who will re- 
view the manuscripts is composed of men well 
qualified to judge the merits of the competing 
essays. 

A place will be reserved on the program of 
the annual meeting for the presentation of the 
winning essay by the author if it is possible for 
him to attend. The essay will be published in 
the annual proceedings of the Association. 

John C. McClintock, M.D 
Secretary. 
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WOULD YOU BELIEVE IT? 

ES, WOULD you believe it, “Today’s Health” 
has gone around the world on $40.00. 

In 1954 Arizona was awarded the Ist prize 
of $40.00 in National competition, which was 
used to send gift subscriptions to missionaries 
of all denominations all over the world, especial- 
ly to those in communist dominated countries. 
Each county auxiliary was asked to give the 
names of missionaries, friends or friends of 
their churches in their own community. The 
response was gratifying with more names than 
the $40.00 would cover. Some local auxiliaries 
sent gift subscriptions from their own group. 

These were new fields to explore: not only in 
spreading the work and word of medicine, but 
public relations as well. We at home have so 
much to read, to see on television and hear on 
the radio, we cannot realize how starved our 
missionary friends are for just one magazine. 
Those who are so far from home often times 
feel that we at home have forgotten them. So, 
it is my good fortune to have several letters from 
these friends from which I will quote, to tell you 
how they appreciate our kindness and thought- 
fulness. 

From Ping Tung, Taiwan, this word: “Thank 
you for your thoughtfulness. Our Laboratory 
technician, who is a Chinese Doctor was so 
anxious to read them (Today’s Health) because 
he finds the English easier to understand than 
the regular medical journals,” so when I finish 
with them I pass them on to others who are 
interested. It is nice to have one medical maga- 
zine coming to keep up to date a little at least.” 
From Karhogo, Cote d'Ivoire, comes word from 
a missionary wife. “We really do appreciate 
having Today’s Health come to us. We think it 
is an excellent magazine and very informative; 
we pass it around to everyone on our station 
and we all find it very helpful.” This same wom- 
an went on to tell of some of their problems, 
noting particularly the frequency of dysentry, 
not only among the natives but the mission 
people as well, all this without a Doctor or 
Nurse. 

Other letters from India, Japan and Korea, 
expressed thanks for the timely material con- 
tained in the magazine, saying it was passed 


from hand to hand until worn out. Those who 
cannot read English look at the pictures and 
come to regard us as friends. 

We do not have the $40.00 this year to 
continue this friendship across the seas. I have 
asked each county to continue this project; also 
some of the churches have expressed the desire 
to continue. May some of you who read this 
find it in your hearts to send a gift to a friend 
who is far from home! 

Mrs. James Soderstrom 
“Today's Health” Chairman 





YOUR PLACE IN THE 
SALK VACCINE PROGRAM 

NQUIRIES received by us indicate that there 
is still some confusion over how the private 
physician fits into the federal-state Salk vaccine 
innoculation programs. U.S. Public Health Serv- 
ice has cleared up one question for us by ex- 
plaining that the private physician may be paid 
for vaccinations out of U.S. grants for adminis- 
trative costs when he performs the service as 
“an employee or agent of a public agency . . . 
Thus payments are authorized even though the 
in carrying out a public vaccination program.” 
public clinic may be conducted in a physician’s 
office, rather than in a school, town hall or 
other community building. In this case the 
physician is regarded as an “agent” of the pub- 
lic body sponsoring the campaign, and he may 

be paid on a per diem or a fee basis. 





ANSWERS TO “WHAT IS YOUR 
SCORE” ON PAGE 70 

I. (A) All; (B) Immediately; (C) The Arizona 
State Department of Health; (D) The 
physician; (E) Notify the health au- 
thority; (F) True. 

II. (A) Be required by law to take a standard 
serologic test for syphilis. (B) Treat or 
make an effort to treat the patient be- 
fore the fifth month of gestation. 
(C) Whether or not a blood test was 
made and the approximate date the 
specimen was taken. (D) True. 

III. (A) Put into strict quarantine. (B) All of 
them. (C) Be guilty of a felony and be 
imprisoned. 
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Your Official Professional 
Group Accident and Sickness Plan 


Approved and recommended by Council Of 


THE ARIZONA MEDICAL ASSOCIATION, INC. 


Provides Maximum Protection at Minimum Cost 
World Wide Coverage 
IT PAYS YOU: 
$300 a Month for Total $2,500 Accidental Death $7.00 a Day for Hospital 
Disability by Accident Plus $25 for Miscellaneous 
up to 5 years Expenses 
$150 a Month ihe Partial $10,000 Dismemberment $5.00 a Day >i Graduate 
Disability by Accident and Loss of Sight Nurse, at home 
up to 6 months 
$300 a Month for Sickness 
up to 2 years 
LOW SEMI-ANNUAL PREMIUMS 
Through Age 49—$49.80 Ages 50 through 59—$56.60 Ages 60 to 65—$70.05 
NO AGE LIMIT FOR RENEWAL 
Policy Cannot Be Terminated Except For 
1. Non-payment of premium 8. Loss of membership in Association 
2. Retirement from practice 4. Termination of master policy 
For additional information and official application contact 


McCLURE-WINGAR INSURANCE SERVICE 


State Representatives 


NATIONAL CASUALTY COMPANY 
DWIGHT McCLURE GEORGE B. LITTLEFIELD W. J. WINGAR 
Telephone ALpine 3-1185 420 Luhrs Building, Phoenix 
LEROY G. MOORE AGENCY 
RONALD E. DEITRICH 


Pima County Representative 
505-506 Valley National Building — Telephone Tucson: 3-3648 











DRIVE-IN PRESCRIPTION WINDOW 


PEOPLE’S DRUG STORE 


111 E. Dunlap 
WE 3-9152 — WI 3-9964 














Phoenix Office: 4800 N. CENTRAL oN 
AMherst 6-5611 (2 TEMPE CLINIC-HOSPITAL 


Scottsdale Office: 7101 E. CAMELBACK _// Sagas 25 West Eighth Street 
Whitney 5-6348 ~— TEMPE, ARIZONA 














